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As my title would indicate, I am not to at- 
tempt a complete discussion of the large prob- 
lem of medical economics, but rather to point 
to a number of phases of the subject which 
should be considered in its study. Manifestly, 
a development of each of these phases, and a 
discussion of the numerous related matters, 
would consume much more time than is avail- 
able for the purpose on this occasion. 

IN THE BEGINNING 

In the beginning, the practice of medicine 
was an avocation and not a vocation. The 
priests of the early church, of whatsoever 
character, undertook to extend moral, mental, 
and physical relief, along with and in the name 
of religion. When people were in trouble, 
they went to their priests, or religious leaders, 
by whatever title, no matter what the charac- 
ter of their troubles might be. Thus the prac- 
tice of medicine partook of superstition and 
religion, in large and interchangeable propor- 
tions. There probably was not much differ- 
ence in what was done for the petitioner, 
whether his trouble was mental, moral, or 
physical. Perhaps, were we to look closely, 
we might find in the practices of the early 
days much of that species of therapy taken ad- 
vantage of by our friends the christian sci- 
entists, and the followers after the several va- 
rieties of new thought involving cure by pray- 
er. Naturally, there was no charge for this 





service, and we may pause long enough to 
say that here the analogy with the christian 
scientists and that ilk, ceases. The priests were 
supported by the church, and the church was 
supported by contributions, sometimes volun- 
tary and sometimes forced, of members or 
followers of the church. If there was any pay 
at all, it was by way of an honorarium, the 
supplicant giving what he could afford, in 
gratitude for service rendered. Certainly 
there was no fee for specific service, whether 
medical or otherwise. 

In the course of time, the priests discovered 
many practical procedures in the relief of pain 
and sickness, and thus medicine was gradual- 
ly developed into a profession. The demands 
made on those priests who had become ex- 
pert at rendering medical relief was so great 
that they taught others to perform these func- 
tions, and perhaps themselves became the 
predecessors of the specialists in medicine. 
They were specialists in relief. Presumably 
the honorarium was still the thing. It was 
difficult to divide the service into such defi- 
nite acts as to enable the practitioner to fix a 
fee. Above and beyond this consideration, it 
was not possible to evaluate, in terms of mon- 
ey, or what was used for money, services such 
as those involved. The medical fee was prob- 
ably in the beginning merely a yardstick for 
measuring the proportion of the income of the 
patient which should be paid to the physician 
as an honorarium. As a matter of fact, it has 
remained just about that, through all of the 
ages. There is today very little more oppor- 
tunity to evaluate medical service in terms of 
money and upon a fee basis, than there was 
in the beginning. 

THE MEDICAL GUILDS 

In the Middle Ages vocations of every sort 

were, as a rule, governed by self-controlled 
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organizations known as guilds. These guilds 
controlled every phase of the several vocations 
concerned, and pretty much in their own way. 
Among these guilds, perhaps the most thor- 
oughly organized and most successful was 
the Medical Guild. 

Dr. Richard E. Scammon (Ph. D.) of Min- 
neapolis, Dean of Medical Sciences in the Uni- 
versity of Minnesota, has made a study of 
these guilds, in the course of his researches in 
the field of medical economics. He advises us 
that the Medical Guild was very similar, in- 
deed, in its purpose and management, to the 
medical societies of today, the principal and 
almost the only difference being in the amount 
of control over admission to the practice of 
medicine that the guilds maintained in their 
day. He goes into detail in comparing the or- 
ganization of the profession in that early day 
with that of today. 

In those days a physician was not permitted 
to advertise, while the members of other 
guilds were permitted to engage in public 
competitive claims for patronage or business. 
In medicine in those days, the art and technic 
of the guild was free to all members thereof, 


whereas these things on the outside were 


generally trade secrets. The surgeon who dis- 
covered a superior method or technic of op- 
eration wou'd not consider holding his dis- 
covery to his own exclusive advantage. It was 
his privilege to advise his colleagues. The 
same applied to every other phase of medical 
practice. It so applies today. There is no pai- 
ent office protection for the discoverer of se- 
crets in medicine, and there never has been 
anything of the sort. The guild provided for 
the training of young men in the practice of 
medicine, and passed to them the necessary in- 
formation, without cost and without obliga- 
tion other than the obligation to protect the 
guild. The principles of medical ethics as we 
know them today, had their inception in the 
rules and regulations of the guild. Thus the 
conduct of the physician is absolutely under 
control. It was so in the day of the guild, and 
the same is true today. Competition is not the 
life of trade in medicine, and never has been. 
Cooperation has taken its place. 

As Dr. Scammon points out, the Medical 
Guild is the only guild to survive the more 
than five centuries of epochal changes in civ- 
ilization. It passed unscathed through the 
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commercial revolution of about 1600, and 
through the industrial revolution of 1750 to 
1830. It has practically kept its original form. 
The reason this has happened, according to 
Dr. Scammon, is two-fold: First, there is and 
always has been a personal relationship be-. 
tween physician and patient which has not 
existed elsewhere—except, possibly, in the 
church. The importance of this personal rela- 
tionship has always been accentuated, and we 
find it necessary today to rely upon it for the 
protection of our modern Guild of Medicine 
In the second place, each medical problem is 
biologic, and therefore does not permit of the 
codification and price-fixing so characteristic 
ofo modern business. It has happened, there- 
fore, that the agencies so destructive of other 
guilds have not been able to destroy this one 
because of this core of steel we call personal 
relationship. 

The Medical Guild of old protected its mem- 
bers from exploitation either at the hands of 
their fellow members or from the outside; it 
sought constantly to improve its services, 
without regard for remuneration, and it rigid- 
ly controlled its membership. Do the medical 
societies of today, representing the Guild of 
Medicine, do these things? Very largely they 
do. They could easliy be converted into 
guilds, and the guilds easily modernized. The 
one lacking e!ement is control over “member- 
ship,” which in ancient times meant the right 
to practise medicine. We can and do control 
our membership today, and we require our 
membership to adhere to the Principles of 
Medical Ethics, but we have no direct control 
over entrance into the practice of medicine. 
We do, as a matter of fact, exercise a vicarious 
control of entrance into medicine through our 
influence in requiring medical colleges to 
maintain the highest educational standards, 
but that is hardly sufficient. Physicians are 
entering the practice of medicine greatly in 
excess of the increase in population. So far 
as can be seen now, in a democratic country, 
there is little prospect of reducing this in- 
crement except, possibly, through the medium 
of the guild idea. 

MODERN MEDICINE 

Medicine came into its own as an art and a 
science almost within our day. Throughout 
the world, medicine has within recent years 
become essentially a science, and the art of 
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medicine has increased during these years by 
leaps and bounds. In this period of fruition, 
the medical fee supplanted the medical hono- 
rarium. ‘The wor!d has become commercial- 
ized. The professions perforce spoke in terms 
o! the world. Many of us can remember the 
day when many of our dignified and revered 
physicians considered it unprofessional to 
name a fee for a service rendered. They pre- 
ferred the honorarium, even to their own fi- 
nancial hurt. 


The fee system in medicine has not had the 
easy sailing that it has had in business and 
other vocations. It has never been possible, as 
has already been said, to determine the worth 
of medical service in the coin of the realm. 
Some years ago, over in East Texas, wood was 
sold at so much per load. It did not make 
much difference about the size of the load, but 
people wou'd not buy wood from a man who 
gave them less wood than they paid for. It 
has been rather that way in adjusting charges 
in medicine. By common consent, the idea 
that the laborer is worthy of his hire and that 
the physician must be maintained in the com- 
munity in order that he may serve the com- 


munity, has persisted, particularly in rural 


districts. It has been understood all along 
that, even as the rain falls on the just and the 
unjust, so also must those who are able to do 
so pay the cost of medical service for those 
who are not able to pay. The attempt to ad- 
just the distribution of medical services under 
these conditions has brought about a situation 
which will be discussed presently. 


Because of the many discoveries and rapid 
advances in scientific medicine, and the divi- 
sion of the medical field into specialties, medi- 
cine speedily became most complicated, in- 
deed. Whereas the physician had previously 
himself attended to practically all of the med- 
ical wants of his patients, he now felt it in- 
cumbent upon him to give his patients the 
extra and expert services thus made available. 
The clinical laboratory, including radium and 
x-ray, the diagnostician, the surgeon, the re- 
finement of hospital service, and the like, had 
made the practice of medicine very expensive, 
so expensive that those in the lower financial 
brackets, particularly if there was much sick- 
ness, could not pay the bills. Ordinarily, an 
individual seeking an automobile would make 
his purchase in accordance with the funds 
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available. The public had become so accus- 
tomed to the ultimate in medical service that 
when medicai service was required nothing 
short of the very best was acceptable. The 
doctor fe!t the same way about it. It had been 
his province and his pride that his clientele be 
well cared for. The best was none too good. 
The idea became prevalent that each indi- 
vidual was entitled to the best medical service 
procurable. What was really meant was that 
each individual was entitled to adequate med- 
ical care, not necessarily the best; but neither 
the medical profession nor the public has made 
this distinction. 


While these general observations are true 
as respects modern medicine, there is and has 
all along been a vast difference between medi- 
cine as practised in Europe and as practised 
in this country. So different, indeed, have 
conditions been, that comparison is hardly 
possible. Standards of living in Europe are 
not comparable to those in America. Even the 
great middle classes in Europe do not expect, 
for instance, to own automobiles or radios, and 
hot running water and bath-tubs are, to say 
the least of it, not found in the average home. 
Neither do the people in those countries ex- 
pect the sort of medical service the people of 
America expect. They can not pay for such 
service, any more than they can pay for auto- 
mobiles and gasoline and the other modern 
advantages rather common in this country. 
This is a fact and should be borne in mind in 
the comparisons made in our attempt proper- 
'y to distribute the costs of medical care. 


SOCIALIZED MEDICINE 

Allegedly in their effort to make modern 
medicine serve the whole people and at a cost 
the people could afford to pay, certain Euro- 
pean countries, led by Germany and Austria, 
many years ago organized mutual-aid societies 
for the purpose of furnishing needed medical 
care, on the now well-known and accepted ba- 
sis of ail insurance, wherein those fortunates 
who do not require service pay for the service 
rendered their unfortunate fellows who do re- 
quire it. I think we can concede that these 
societies were fairly successful in their pur- 
pose, considering the type and character of 
service expected and rendered. Even so, be- 
cause of the intervention of very common hu- 
man characteristics, there were many and 
varied complaints. In a few years, govern- 
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ments began to take over these organizations, 
mainly, we are told, as political expedients. 
Compulsory sickness insurance for certain 
classes became rather prevalent, 

Proponents of socialized medicine in our 
own country contend that the system has been 
a marked success in Europe; many facts and 
figures have ‘been marshalled in support of 
the contention. Others have contended that 
the system has not worked even in Europe, 
where conditions are more or less favorable, 
and still other facts and figures are given in 
proof. Medical and economic literature is re- 
plete with articles on the subject. The Bureau 
of Medical Economics of the American Medi- 
cal Association has on file, in its office in Chi- 
cago, more material on this subject than an 
individual could read and comprehend in a 
month of Sundays. Through it all is easily 
discernible the persistent attempt to socialize 
the practice of medicine. 


Some seven or eight years ago, the now well- 
known Committee on the Costs of Medical 
Care was organized for the avowed purpose of 
studying the conditions pertaining to the prac- 
tice of medicine in all of its phases, and the 
proper distribution of the cost of medical care. 
The American Medical Association joined in 
this endeavor. Several foundations, welfare 
organizations and the like, contributed the 
necessary funds, more than a million dollars. 
A five-year program was outlined and carried 
through. The results of the investigations 
made at the instance of this committee were 
published in numerous volumes. The final re- 
port of the Committee, epitomizing findings, 
and with recommendations, comprises a fair- 
ly large volume. The work of this committee 
was really monumental, and many of the find- 
ings were most valuable, but the recommen- 
dations of the majority of the committee were, 
in the estimation of the House of Delegates of 
the American Medical Association, strictly so- 
cialistic in character and not at all acceptable 
to the American medical profession. 

A minority report, signed by certain physi- 
cians on the Committee, approved of the work 
of the Committee and its recommendations in 
the main, but objected most strenuously to 
that portion of the recommendations envision- 
ing a system of socialized practice, recom- 
mending instead that any change in the prac- 
tice of medicine as at the present time set up, 
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be made to accord with certain long-accepted 
principles, which the plan recommended in 
the majority report of the Committee was held 
not to do. In short, the objection was to any 
system which would modify or abolish the per- 
sonal relationship between physician and pa- 
tient. Many other factors were involved, too 
many to warrant discussion here. Other mi- 
nority reports were included, one of which was 
almost pure communism. This large enter- 
prise may, therefore, be said to have been a 
distinct step towards the socialization of medi- 
cine. At the time of the report, it seemed that 
the step had been taken in vain. The report 
fell flat. 


Then came the New Deal, and with it Fed- 
eral Emergency Medical Relief. Our Govern- 
ment found itself confronted with the neces- 
sity of caring for a hitherto undreamed-of 
class of indigents, created by the “depres- 
sion.” Constitutionally, neither the Federal 
nor the State Government could care for the 
personal needs of our people individually, ex- 
cept in time of war. Conditions equal to those 
of war were held to obtain at the time, and 
emergency medical relief became an estab- 
lished fact. The Federal Government publish- 
ed its now well-known “Bulletin No. 7,” set- 
ting forth the rules and regulations for the 
distribution of medical relief to this new type 
of indigents. In this Bulletin, for the first time 
in history, the personal relationship between 
physician and patient was emphasized in a 
law, and the fact was acknowledged that only 
the medical profession itself could properly 
evaluate medical service. It was provided that 
this service should be distributed through the 
organized medical, dental, and nursing profes- 
sions. The medical profession of the country, 
recognizing the existence of an emergency, in 
a large part agreed to render the service 
called for at approximately fifty per cent of 
the usual charges, which has generally been 
recognized as at, or below, cost. Contracts on 
this basis, were made with state medical as- 
sociations, and through them county medical 
societies. Some of these contracts called for 
larger and some for smaller fees. 


It was recognized at the outset that the ser- 
vice rendered under these contracts was of 
the sort envisioned by advocates of socialized 
medicine. It was conceivable that the prac- 
tice, or some modification thereof, as a perma- 
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nent thing, might be called for. In many con- 
tracts that contingency was cared for at the 
outset. There has been no act which would 
definitely commit the profession to socialism. 
Emergency medical relief has been a success 
only as we agree that caring for something 
like ten per cent of the medical practice of 
this country upon a one-half pay basis is a 
success. Funds have generally not been avail- 
able for much more than that. The cost of 
complete medical service, even on this basis, 
has promised to be so great that practical poli- 
ticians would hardly dare to place such a pro- 
ject before the public as a regular institution. 

The so-called New Deal has reached the 
point where socia' security for the future must 
be considered. President Roosevelt has ap- 
pointed a high-powered committee to give the 
matter consideration and recommend legisla- 
tion for guarding against the recurrence of 
depressions. This committee has appointed a 
committee to deal with the medical phase of 
the security program, along with employment 
insurance, old-age insurance, and the like. 
This committee embraces in its membership 
some of those who were prominently connect- 
ed with the Committee on the Costs of Medi- 
cal Care. Beyond a doubt, the findings of that 
Committee and its recommendations, will be 
given serious consideration. Recently a tenta- 
tive draft of a bill providing for sickness in- 
surance has been semiconfidentially promul- 
gated. It was prepared by an organization 
which embraces in its official family some of 
those who have heretofore been concerned 
with the studies of the Committee on the Costs 
of Medical Care and other organizations in- 
terested in such matters. 

Whether this combination, or, if we will, 
culmination of interest, will result in the so- 
cialization of medicine, remains to be seen. 
Unquestionably an attempt wiil be made to 
accomplish just that. It is up to the medical 
profession itself to decide whether it will ac- 
cept the new order in contemplation, or 
whether it will adhere to the present method 
of practice, with such modifications as may be 
made as exigency may require, and as can be 
made without violating the ideals and tradi- 
tions of the medical profession. 


THE ANSWER 
And what shall the answer be? I hold the 


personal view that the medical profession 
should have its way in this matter; but the 
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medical profession should know thoroughly 
what it is doing when it makes its decision. It 
is not only a matter of medical economics; it 
is also a matter of medical ethics. As is usual- 
ly the case, however, those interested in 
changing the order of things are enthusiastic 
and willing to make sacrifices in the interest 
of their cause, in both money and time. And 
as also is usually the case, the defensive is 
not so militant—and a defensive battle has 
never yet been won, which I may observe 
parenthetically. 


I have no doubt but that a form of sickness 
insurance could be instituted in this country 
which at first would pay the great bulk of doc- 
tors better than they are paid at the present 
time. That is, this can be done if the public 
is in earnest in its apparent desire to socialize 
things in general and the medical profession 
in particular. I am extremely doubtful, how- 
ever, that any initial advantage attained in 
this manner would persist. Unquestionably, in 
a short time the enormous cost of this service, 
to the individual, the pay-master and the Gov- 
ernment, would receive the earnest attention 
of efficiency experts and governmental econo- 
mists, to the end that the service thus ren- 
dered would become so routine, and so ab- 
breviated, that neither the public nor the med- 
ical profession would be satisfied. Eventually 
our standard of living would be seriously 
modified by a curtailment of medical service; 
and in this connection, I am wondering wheth- 
er it is not, after all, the objective of our econ- 
omists that our exceptionally high standards 
of living be reduced more nearly to the level 
of those of Europe. I should not be particu- 
Jariy adverse to the experiment, except for 
the fear that, in the course of the time re- 
quired to determine the feasibility of the 
scheme, both the medical profession and the 
lay public would forget what real medical 
service is like. In this connection, I might ob- 
serve, and I speak seriously, that there are 
very few people now living who know what 
good whiskey is like. Our people have become 
adjusted to, and satisfied with, the rotten 
whiskey of prohibition days. 


It is my view that there is no real demand 
for a change in our economic set-up, other 
‘han to correct minor discrepancies. I look 
wth suspicion upon the numerous schemes 
advanced to meet the alleged demands of the 
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public for a better distribution of the cost of 
med:cal service. I have seen no discussion of 
this subject which would lead me to conclude 
that the public has not received, individually 
at least, as great a share of medical service is 
it has of any other service or commodity. In- 
deed, I have failed to find any service or any 
commodity as readily available to Tom, Dick, 
and Harry, as medical service. Nowhere else 
is credit so easily secured, and nowhere else 
is the creditor so tolerant. I call to witness 
the account books of every general practition- 
er in this country; and I call to witness the 
doctors of this country who now are render- 
ing one-hundred per cent service to the indi- 
gent for a ten per cent remuneration. 


But what are we going to do about it? Let’s 
see. The Committee on the Costs of Medical 
Care informs us that there were, at the time 
of its investigation, some one million persons 
engaged, one way or another, in rendering 
medical service: nurses, dentists, physicians, 
and all. The medical dollar appears to have 
been divided as follows: Physicians in private 
practice, 29.8 cents; hospitals, 23.4 cents; med- 
icines, 18.2 cents; dentists, 12.2 cents; public 
health, 3.3 cents; nurses, 5.5 cents; cultists, 3.4 
cents; all others, 4.2 cents. The money spent 
annually for medical service was estimated at 
$3,656,000,000. Of this amount $125,000,000 
was spent for the service of cultists, and $360,- 
000,000 for patent medicines. It is my opinion 
that if the public will save the money spent in 
the employment of cultists and quacks, and 
for patent medicine, the public will not so 
seriously feel the cost of medical care, and the 
service rendered the public will be greatly im- 
proved. 

The cost of this medical service fits into the 
cost of other service and commodities as fol- 
lows: Food, $13,060,000,000; rent, $13,060,000,- 
000; savings, $10,000,000,000; clothing, $9,315,- 
000,000; automobiles, $7,882,000,000; household 
furnishing and supplies, $4,495,000,000; medi- 
cal care, $3,577,000,000 (amount for medical 
care spent by industry not included); recrea- 
tion, $3,420,000,000; education, $3,388,000,000; 
tobacco, confections, ice cream, and soft drinks, 
$3,074,000,000; personal adornment $2,698,000,- 
000; fuel, gas, ice, and electricity, $2,573,000,- 
000. 

It will be noted that only the items of per- 
sonal adornment, tobacco, confections, ice 
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creams and soft drinks, and fuel, gas, ice and 
electricity, are appreciably lower than the 
cost of medical care, with the cost of recrea- 
tion and education practically the same. Evi- 
dently, the public could easily effect savings 
enough from comparatively unimportant items 
to pay for first-class and all important medical 
service, and on the present basis of charges. 

It would be easily possible to enumerate in 
one, two, three order, savings enough in the 
field of medical economics to materially light- 
en the load, as heavy as it is alleged to be. 
Then, all that would remain to be done would 
be to provide a system of credit which would, § 
in effect, so spread the cost of medical care 
that the burden could easily be borne by all 
except the indigent and the pauper, and these 
must always be cared for on a basis quite 
aside and apart from any rules of economics. 

There exist today, all over this country, or- 
ganizations designed to insure credit, not or- 
iginally in the interest of the debtor, but, 
rather, the creditor. These organizations are 
informed as to the habit of debt payment of 
those who would be credited, and firms par- 
ticipating in the organizations are thus advis- 
ed before extending credit. Many of these or- 
ganizations have lately arranged to lend mon- 
ey to people who owe merchants, in order 
that the merchants may be paid at once for 
goods purchased, payment by the purchaser 
to be made to a central agent on the install- 
ment basis. For this purpose all debts are 
consolidated and all payments consolidated. 
In this manner the organization is in a position 
to advise the debtor from time to time along 
sound economic lines. People of restricted in- 
come who would spend unwisely, are con- 
vinced of their lack of wisdom in this particu- 
lar. They are taught to purchase the things 
needed, and to spend money for luxuries only 
when they can afford to do so. 


There are numerous organizations within 
the medical profession designed more or less 
along these lines. It would be a comparative- 
ly easy matter for the medical profession in 
any community to arrange a system of pay- 
ment for medical service which would so di- 
vide the cost of the service that it could easily 
be paid in the course of time. Doctors have 
always habitually adjusted their charges to 
the ability of their patients to pay. These 
medical credit organizations could do the same 
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thing. Indeed, that is being done here and 
there over the country at the present time. 
A medical society establishes a credit organ- 
ization along the usual lines, affiliates with 
the merchant’s credit association in the study 
of credit and the collection of money due, but 
has its own organization for the distribution 
of medical patronage of people who have no 
medical credit, among their members who are 
glad to render this class of service for what 
they can get out of it. For example, a new- 
comer in the community applies to the county 
medical society for medical service, explain- 
ing that he has no employment; that he is not 
able to pay at the present time; and that, 
when he has employment, his income is sca 
much and his cost of living so much. The med- 
ical society arranges with some member on its 
list, if possible someone chosen by the patient, 
adjusts the charge for the service and collects 
the fee in such installments as the patient is 
able to make and will agree to make. 


it is not possible for the government to con- 
trol the practice of medicine, either as to its 
scientific or economic aspect. If the medical 
profession must be governed, it will be far 


better, from the viewpoint of both the public 
and the medical profession, that the medical 
guild be revived. lt is my personal view that 
the State Medical Association of Texas, for 
instance, could easily be converted into a med- 
ical guild; and if there is anything wrong with 
the practice of medicine in Texas, scientifical- 
ly or economically, I think I can guarantee 
that in the course of time the wrong would be 
righted. I am sure the same observations 
could be made in the case of each state medi- 
cal association in the country. Our only con- 
cern would be that, in extending legal author- 
ity to medical organizations, care be exercised 
that it be extended to those organizations 
which represent the whole medical profession 
and not to special groups therein, no matter 
how exceptional such groups might be from 
the standpoint of membership. 

My answer to this problem of medical eco- 
nomics is, therefore, that the whole thing 
should be left to the medical profession as a 
whole. 
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APPENDICITIS 


CHARLES W. MAYO, M.D. 
Division of Surgery 
The Mayo Clinic, Rochester, Minn. 


(Read before the New Mexico Medical Society, 
at its Fifty-second Annual Meeting, held in Las 
Vegas, July 19-21, 1934). 


A case of appendicitis at one time can give 
the surgeon a feeling of great satisfaction in 
diagnosis and in surgical judgment and an- 
other case, encountered perhaps only a few 
hours later, can give a feeling of genuine dis- 
appointment and of real distress; especially if 
avoidable complications have entered the pic- 
ture to handicap and hamper whatever treat- 
ment he may institute. 

A medical meeting would hardly be com- 
plete without a reconsideration of the ques- 
tion of appendicitis. Few subjects in medicine 
have more pros and cons regarding certain 
phases of treatment, and no subject is of more 
vital importance to the people we serve. Con- 
sequently, it is not amiss to spend some time 
on such a reconsideration. 

Vital statistics indicate that approximately 
25,000 persons in the United States and Can- 
ada die each year from acute appendicitis. 
This mortality is greater than that for ectopic 
pregnancy, pyosalpinx, gallstones, pancreatitis 
and splenic and thyroid disease combined, so 
McDonald of Duluth tells us. The mortality 
rate, according to the figures of the last three 
decades, seems to be on the increase rather 
than on the wane. What are the causes, for 
there must be more than one, and what can 
be done about them? 

In a recent conversation Dr. Walter Judd, 
who spent seven years in China as a medical 
missionary, stated that during that time he 
never saw a case of appendicitis among the 
Chinese, but that when these people migrated 
to this country, they became susceptible to 
the condition. Roy D. McClure, quoting Mc- 
Carrison of the British Army in India, stated 
that the latter in fifteen years of service in a 
certain area of the Himalaya Mountains not 
only never saw, but never heard of, a case of 
appendicitis; also, that Dr. Paul Harrison, a 
missionary in Arabia, had seen but one case 
of appendicitis in twenty years’ service in that 
country. 
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This naturally brings up the question 
whether appendicitis, in part at least, is not 
etiologically related to diet, and whether the 
increase in incidence in this country is not a 
penalty we pay for so-called “more civilized” 
foods. Not to be covered by this theory, of 
course, are cases in which various foreign 
bodies, such as worms, hairs, and nails, have 
been found in the appendix. The first modern 
operation for abscess of the appendix was per- 
formed by a French surgeon, Mestivier, in 
1759. Subsequently, at necropsy, it was found 
that a pin had perforated the wall of the ap- 
pendix and had caused the abscess. 

Whatever the underlying cause of appendi- 
citis may be, there seemingly is little that the 
medical profession in this country can do 
about it other than, in a more unified effort 
to lower mortality, to realize its frequent oc- 
currence and to study the individual case and 
groups of cases to determine how to lessen 
the severity of attacks and how best to deal 
with the individual patient as he presents him- 
self. 

One who peruses the literature on appendi- 
citis, and there is indeed a mass of it, cannot 
but be impressed by the agreement concern- 
ing treatment of the earlier phases of the dis- 
ease and by the marked disagreement con- 
cerning treatment of later phases, when com- 
plications secondary to the condition have en- 
tered the picture. Naturally, but tragically. 
the greatest variation in methods of treat- 
ment lies in that group of cases in which the 
death rate is highest. One becomes mystified 
that such great names in the profession can 
be connected with both sides of any medical 
or surgical controversy; such a state of affairs, 
however, would indicate that there apparent- 
ly are sound arguments for both sides. On the 
other hand it is logical to assume that each 
method, either that of operating on all pa- 
tients with ruptured appendices immediately 
when they present themselves or that of ap- 
plying the Ochsner expectant treatment in 
such cases, cannot be equally effective as an 
unalterable routine. The fewer the cases of 
this nature a surgeon has, the greater his 
doubt as to which method jis the safer and 
which carries the lower mortality rate. 

The best method of determining the answer 
is, as Al Smith would say, “to turn to the rec- 
ords,” weigh the findings, and decide for your- 
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self what will be your method of procedure 
when faced with the problem of treating a 
localized or general peritonitis, the result of a 
ruptured appendix. I say “usual method” be- 
cause I realize that even the most rabid ad- 
herents of either method have certain individ- 
ual cases in which they adopt, temporarily, the 
opposite although scoffed-at procedure. It is 
to be remembered, too, that should death oc- 
cur when they depart from their routine, they 
go back to their favored form, more convinced 
than ever that the proponents of the other 
method are wrong. 


For the sake of ease and clarity in handling 
the subject matter, I would divide cases of 
appendicitis into two main groups: the first 
including cases of chronic, subacute, and acute 
appendicitis without rupture and the second, 
cases of appendicit’s with rupture and peritoni- 
tis. I have grouped them thus because we are 
principally interested in morbidity and mor- 
tality and, consequently, I shall spend little 
time in dealing with the first division, realiz- 
ing that the principles of treatment are well 
understood by all and that the mortality from 
surgical removal, despite often atrocious tech- 
nic, is relatively low. 

Let us not be concerned here with the inci- 
sion. Suffice it to say that in some cases op- 
eration is easy, regardless of the incision, and 
in some difficult, making the surgeon who has 
used a McBurney incision wish he had used a 
right rectus incision and the one who has used 
a right rectus incision wish he had used a 
McBurney. It is well to remember, too, that 
many sins of incision have been committed in 
the name of McBurney. I usually use a right 
rectus incision, except in those cases in which 
I expect to drain, when a McBurney incision 
usually is preferable. 

To invert or not to invert, that is the ques- 
tion. Most surgeons who invert do so that 
they may sleep more soundly, feeling that the 
danger of blowing out the stump has been ob- 
viated. There are four reasons why I do not 
invert the carbolized stump of the appendix: 
(1) Dr. Robertson of the Section on Patho- 
logic Anatomy at the Clinic has found that in- 
variably, in cases in which appendectomy 
with inversion of the stump has been done in 
combination with some other surgical proce- 
dure and death has resulted, there is a pus 
pocket in the inverted stump up to twenty- 
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one days postoperatively; (2) the cultured su- 
ture material used to invert the stump, once 
having run through the intestinal wall, invari- 
ably is infected with pathogenic bacteria; (3) 
noninversion shortens the surgical procedure, 
and (4) I have not had occasion to regret not 
having inverted the stump. 


The conflict concerning chronic appendici- 
tis, and its existence or nonexistence as an en- 
tity, has been waged for the last twenty-five 
years. Bettman, in 1928, compiled figures from 
thirty-five of the leading hospitals of the cen- 
tral portion of the United States; these indi- 
cate that appendectomy was done in 5,664 
cases for chronic appendicitis in 1927. Symp- 
toms among 40 per cent of patients were un- 
relieved, and among 11.6 per cent were worse 
following operation. The immediate mortality 
rate was 1.7 per cent. 


The period in which appendicitis was classi- 
fied by a medical wit into two groups, the 
acute and the remunerative, is past. No long- 
er is the diagnosis of chronic appendicitis in- 
discriminately made without first ruling out 
by carefully taken history and laboratory ex- 
amination other possible causes of symptoms. 
I am convinced that there does exist a vari- 
able syndrome which is caused by chronic ap- 
pendicitis. The difficulty is in the correct rec- 
ognition of it preoperatively. The correctness 
of the diagnosis in most instances cannot be 
confirmed until a sufficient period of time has 
elapsed postoperatively to warrant such con- 
firmation. 

Apropos of this, in 1933 Barber and I re- 
viewed 100 consecutive cases in which explor- 
ation and appendectomy had been done. In 
these cases, operation had seemed advisable, 
for unexplained symptoms, following the care- 
ful taking of a history, even though labora- 
tory and roentgenologic findings were nega- 
tive. There had been an interval of five years 
since operation in this group of cases, suffi- 
cient time to be sure of results. Sixty-nine 
per cent of the patients in this group said 
themselves that they were cured, 21 per cent 
were materially benefited, 9 per cent were not 
helped; although two of the last nine were well 
at the time they answered the questionnaires, 
they attributed their state of health at that 
time to subsequent removal of infected teeth 
and tonsils. The appendices in this series were 
reported to be chronically diseased. 
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Relative to intermittently active appendi- 
citis, subacute appendix, and acute appendi- 
citis without rupture, there usually is little 
doubt as to diagnosis, and certainly there is 
no doubt as to the necessity for operation. In 
particular, the patient with an acute condi- 
tion is to be operated on without delay; on 
this point all authorities agree. The mortality 
rate can be kept low and the complications 
minimized only by such measures. Bastianelli 
wrote, “When physicians are discussing wheth- 
er a case is appendicitis or not, it is; when 
they are inclined to admit the possibility of 
appendicitis without being sure of it, it not 
only is, but is about to perforate; when the 
diagnosis is sure, there is already perforation, 
with more or less circumscribed peritonitis.” 
It is not regrettable for a surgeon to remove 
a normal appendix in the presence of symp- 
toms suggestive of acute appendicitis, so long 
as the diagnosis, although wrong, has been 
made within the time limit of safety. Particu- 
larly should the time limit be short if there is 
a history of cathartics or of laxatives having 
been given or taken. 


The mortality rate is low in this type of ap- 
pendicitis without rupture of the appendix. 
When death does occur, it usually is from ac- 
cident or from embolus—embolus, that fatal 
spectre which always hovers near the conval- 
escent patient. Little is known of the etiology 
or of the prevention of embolus other than 
that its toll is approximately 10 per cent of all 
surgical deaths, that it occurs most frequently 
between the eighth and twelfth postoperative 
days, that in about 85 per cent of cases the 
primary source of the embolus is in the left 
iliac vein, and that it is most likely to occur 
among patients with a local or general ten- 
dency toward venous stas’s. So far, thera- 
peutic efforts to combat it for the most part 
have been directed toward keeping up the 
blood flow to as high a degree of efficiency as 
possible, by the position in bed (a modified 
Trendelenburg position for twenty-four to for- 
ty-eight hours, as has been advocated by 
Gray), by exercise and early massage of the 
legs, and by the routine of giving thyroid ex- 
tract in doses of 2 grains (0.12 gm.) three 
times a day as soon as the patient can take 
it, as advocated some years ago by Walters. 
Strangely enough, cases of embolism which I 
have encountered have occurred among the 
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small group of patients to whom I failed to 
give thyroid extract. 


Having satisfied ourselves that early ob- 
servation, early diagnosis, and early operation 
are the important factors concerned with the 
proper treatment of the disease while it is still 
confined to the appendix, let us come now to 
a consideration of the ruptured appendix with 
local abscess, or with general or spreading 
peritonitis, realizing, of course, that these 
cases never should have reached this stage 
had diagnosis been properly made and opera- 
live treatment promptly given. In all fairness 
to physicians, they are not usually to blame, 
although this could not have been said some 
years ago. 

Earlier in this paper I suggested going over 
the literature on the subject, evaluating it, and 
then deciding which was the best general 
method of handling the complicated case of 
appendicitis. That is easy to say but difficult 
to do. The individual classifications are too 
diverse, and the surgeon finds himself review- 
ing his cases in his own mind and saying to 
himself, “Now just exactly what case does he 
mean here?” In the end, he becomes quite 
confused and still wonders whether, after all, 
changing to another method will be a liability 
or an asset to his surgical practice. 

I shall refer here to two recent papers which 
support the policy of immediate operation, 
both of which are excellent. Keyes reported 
the results of such a planned policy at Barnes 
Hospital and at the St. Louis Children’s Hos- 
pital; among a total of 315 cases in which ab- 
scesses were drained, the mortality rate was 
7.3 per cent, and among a total of ninety-eight 
cases in which appendectomy was performed 
in the presence of spreading peritonitis the 
mortality rate was 28 per cent. Gile and Bow- 
ler, in a controlled series at Hanover, N. H., 
brought out clearly the importance of early 
diagnosis and of operation for appendicitis, 
but in the cases of spreading peritonitis the 
mortality rate was 36.3 per cent, whereas for 
drainage of localized abscess, it is 3.3 per cent. 

In support of those who favor the deferred, 
or Ochsner, treatment in cases of general per- 
itonitis resulting from appendicitis with rup- 
ture, the paper by Coller and Potter, of Ann 
Arbor, gives assurance. The mortality rate in 
their group of cases of localized and drained 
abscess was 5.7 per cent, and the mortality 


SOUTHWESTERN MEDICINE 


rate in cases in which the deferred, or Ochs- 
ner, treatment of spreading peritonitis was 
used was 9.3 per cent in a series of eighty-five 
cases. 

The chief bone of contention between the 
two schools seems to be whether with a rup- 
tured appendix the natural bodily resistant 
forces are better able to cope with the infec. 
tion and localize it with an unopened peri- 
toneum or when the peritoneum is opened 
and drained after removing the appendix, if 
it is reasonably possible to do so. 

At The Mayo Clinic, the deferred, or Ochs- 
ner, treatment is favored in most cases of dif- 
fuse or spreading peritonitis. I say “most cas- 
es” because, among children, this policy is de- 
parted from in many instances. Children, and 
this is borne out by all figures on the question, 
carry a higher mortality rate than other 
groups with this disease, and they particularly 
do not seem to tolerate deferred operation, 
perhaps mostly through inability to cooperate 
in the rigid details connected with properly 
administered Ochsner treatment. 

“Properly administered Ochsner treatment,” 
—that, I believe, is the crux of the situation, 
and I feel that failure to get convincing re- 
sulis perhaps is the result of laxity or of an 
improper understanding of its application. It 
is the close following of details connected with 
this treatment, when the doctor is not in the 
room, that often makes the difference between 
success and failure, and failure to observe 
this rule has allowed the method to be 
damned with faint praise and to lose caste 
with many individuals. 

The essentials of treatment are as follows: 
A private, quiet room, a good nurse, a fair- 
ly high Fowler’s position in bed, judging by 
the position of the patient in relation to the 
floor rather than to the bed itself, constant 
application of heat or of ice bags to the ab- 
domen, morphine sulphate, dosage “enough,” 
every four hours, to comfort the patient men- 
tally and physically, and a small, indwelling 
duodenal catheter introduced through the 
nose for constant suction. The method advo- 
cated by Wangensteen for intestinal decom- 
pression in obstruction has been found at the 
clinic to be very satisfactory. Nothing is giv- 
en by mouth; fluids are supplied as individ- 
ually indicated, either by the subcutaneous or 
intravenous route, and are given constantly 
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and in as large quantities as is compatible 
with the case. No fluids are given by rectum. 
The chemical composition of blood and urine 
is checked frequently to keep a proper bal- 
ance. In other words, everything is done to 
induce physiologic rest of all parts. 

Coller and Potter stated that it was not nec- 
essary to perform enterostomy in any of the 
cases in their series. Enterostomy has not 
been done at the Clinic for such a case in 
years. ‘ 

It is not possible, of course, to save all pa- 
tients with any method. When the progress 
of the individual patient concerned is satis- 
factory, the temperature and pulse drop and, 
in a variable period of time, usually within a 
few days, the abscess is localized and drainage 
can be carried out in those cases. If the ap- 
pendix is easily reached, without disturbing 
the wall of the abscess, it can be removed at 
the same time; if it is not, and the abscess is 
drained or, as occasionally happens, the ab- 
scess ruptures back into the bowel and no 
drainage is indicated, the patient should be in- 
structed to be careful, to avoid laxatives, and 
to return for appendectomy between eight 
and twelve weeks later. Before this time evi- 


dences of the peritoneal condition might inter- 
fere with a clean operation, and operation is 
best deferred unless an intercurrent attack in- 


tervenes. 

The patient who comes to the doctor with 
an indefinite mass in the right lower abdom- 
inal quadrant, a three or four-day history, 
who has had a ride over a rough road to the 
hospital, and who has a temperature of 102°F. 
or so, a high pulse rate, and a high leukocyte 
count, might also be advisedly placed on ex- 
pectant treatment with such variations as are 
indicated. 

When the time for drainage is ripe, the sur- 
gical procedure should be carried out quickly, 
and with as little manipulation as possible so 
as not to disturb the efforts of the body to- 
ward localization. It is the custom at the Clin- 
ic to use three drains, usually of rubber tis- 
sue, one toward the pelvis, one toward the 
appendix, and one upward along the outer 
side of the ascending colon. It has been no- 
ticed that when the pus is thick and creamy, 
convalescence is more uneventful than when 
it is of the thin, milky-whey type. Suffice it 
to say, relative to drainage, that it should be 
sufficient and efficient. 
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In an extensive study pioneered by Wein- 
berg of France, it was found that the predom- 
inating organisms of acute appendicitis were 
of two types: aerobic and anaerobic. Of the 
aerobic organisms, colon bacilli, streptococci 
and staphylococci were the important ones; 
of the anaerobic, he found that 30 per cent of 
the acute appendices contained the Welch 
bacillus and that these organisms were pres- 
ent in much greater numbers in gangrenous 
appendices. It was his conclusion that anaero- 
bic organisms markedly aggravated the gen- 
eral course of the disease and affected the 
prognosis, a point that has been confirmed in 
his own country, Germany, Japan and in this 
country. On the basis of these bacteriologic 
studies, Weinberg prepared first a serum 
against anaerobic organisms and then a colon 
bacillus serum, to be used in combating these 
organisms. 

Henschen, in Switzerland, following the use 
of this serum in a series of ninety cases, re- 
duced his mortality rate in cases of appendi- 
citis with rupture from 13.5 per cent to 7.2 per 
cent; Kunz reduced his from 18.5 per cent to 
13 per cent. In other words, reports are suffi- 
ciently encouraging to warrant serious con- 
sideration of its use. As yet, our experience 
with it has been limited but encouraging. At 
the Clinic, when indicated, the serum is given 
intravenously in saline solution. Priestley, in 
preliminary report, stated that the polyvalent 
serum against anaerobic organisms had been 
given in nine cases, with one death, and that 
the polyvalent serum against anaerobic organ- 
isms had been given in combination with colon 
bacillus serum in three additional cases, with 
no deaths. The series, of course, is too small 
to allow any conclusions to be drawn, but it 
is interesting to see that there is still progres- 
sive work being carried on in an effort to com- 
bat peritonitis. 

Treatment of disease is important; if there 
is anything that is more important, it is pre- 
vention. Prevention, and its relation to appen- 
dicitis, is concerned not with the disease it- 
self but ‘with its complications. It is well 
known that the complications are caused by 
delay in diagnosis, delay in operation, and the 
interim administration of “home remedies” or 
of cathartics. The answer to the method of 
prevention is obvious—practical instruction of 
the public. 2 

I would question whether the program of 
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attack has been carried out vigorously 
enough; at least, the results do not demon- 
strate this to be true. We must remember 
that there are two methods of attack, direct 
and indirect. 


The indirect attack should be carried out 
on cathartics; indirect because we, as a pro- 
fession, in our talks before the public, have 
not learned that it is a psychologic error to 
tell the people to “call your doctor;” we should 
let somebody else do that. Let the attack be 
on cathartics because practically every paper 
which has been written on appendicitis has 
stressed the danger of catharsis. Bower’s fig- 
ures, in Philadelphia, showed that of 6,237 
patients who were admitted to hospitals in 
1930 and 1931, 2,758 gave a definite history re- 
garding laxatives; 1,973 received laxatives and 
146 died or one in fourteen. Of 785 patients 
who did not receive laxatives, seven, or one 
in 112, died. Keyes, in a series, found that of 
193 patients who took laxatives, thirty-four 
died. Of forty-two who took no laxatives, only 
one died. The mortality rate among those tak- 
ing laxatives was about eight times as great as 
among those not taking laxatives. At The 
Mayo Clinic, about 95 per cent of the deaths 
from appendicitis occurred in the group of pa- 
tients who had taken laxatives. 


A plan to control cathartics and laxatives, 
to be successful in its operation, should be 
suggested and sponsored by the medical so- 
cieties but should be carried into operation by 
the druggists’ and pharmacists’ associations. 
The greatest control can be exercised at dis- 
pensing points by means of a verbal warning 
and advice to call a doctor if a cathartic is 
bought to relieve abdominal distress, and also 
by a labeled warning to be pasted on the con- 
tainer. 


Some such plan has been tried and operated 
successfully in Philadelphia; it was sponsored 
by the Philadelphia Medical Society and en- 
dorsed by the Department of Public Health. 
That such a scheme should produce gratify- 
ing results is logical. If put into practice in 
local communities and found to be sufficient- 
ly beneficial in lowering the mortality rate 
irom appendicitis, it would be bound to spread 
and, as laws were made to protect the people, 
perhaps, as Dr. Heald has suggested, legisia- 
tion might be enacted to give still greater con- 
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trol over the problem of the acute appendix 
and cathartics. 

This discussion of the question of appendi- 
citis has been longer than I intended. That I 
may be more clearly understood, I shall con- 
clude by stating that the evidence, as I in- 
terpret it, would indicate that: 1. Appendi- 
citis, early observed, early diagnosed, and 
early operated for, is not dangerous. 2. Delay 
and, cathartics are the greatest sources of dan- 
ger in appendicitis. 3. The complications re- 
sulting from mistreatment are all dangerous, 
regardless of the type of treatment employed. 
4. Localized abscess of the appendix, with 
rupture, is a surgical condition requiring 
drainage and, if possible and within reason, 
the appendix is best removed. 5. Spreading 
peritonitis in ‘such cases is treated most safe- 
ly by a rigid Ochsner regimen, except among 
children and in certain other cases in which 
the appendix has been ruptured within the 
hour. 6. Diffuse peritonitis should always be 
treated by a rigid Ochsner regimen. 7. A co- 
operative program, sponsored by medical so- 
cieties and carried out by druggists’ and 
pharmacists’ associations, might well be con- 
sidered as an efficient plan to control the mis- 
use of cathartics. 

DISCUSSION 

DR. GEORGE T. COLVARD, (Deming, N. M.): I 
listened to Dr. Mayo’s paper with a great deal of 
interest and was greatly surprised at the high 
mortality rate in the United States and Canada. 
It seems to me that the reason for this high 
mortality rate is due to the fact that the diag. 
nosis is not made early enough. A great many 
men doing general practice, in cases where there 
is no increase in leukocytes, no rigidity of the 
right rectus, no particular tenderness on pressure 
over that region, will make a diagnosis other than 
appendicitis. In cases of that type I think it is 
very necessary to make a rectal examination. 

I should like to ask Dr. Mayo what, if any, ad- 
hesions he gets in those cases where he removes 
appendix without inverting the stump? Where the 
cecum is involved it is almost impossible to put 
@ purse-string suture. I am wondering if he 
would not get more adhesions by sewing the 
peritoneum? 

DR. F. D. VICKERS, (Deming, N. M.): It seems 
to me that if we waited in these cases of acute 
appendicitis, we would not know when to start 
to operate. If we have peritonitis from other 
causes we do not wait. Why wait for peritonitis 
from appendicitis? And if the case is seen late, 
you may not be sure of the cause. 

DR. R. L. BRADLEY, (Roswell, N. M.): In the 
first ten years of my practice before we operated 
on the appendix, we would have torpid b-adders. 
I have only been able to recall two deaths that 
I am sure were due to appendicitis, though na- 
ture came to my rescue in several of my cases. 
We had one case that ruptured into the bladder 


and drained through the bladder very extensively 
for about ten or fifteen days, but the patient 
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came through all right. Last year that woman 
visited me while on the way to the Carlsbad 
Caverns and she made a fine recovery and 
had been well ever since. I have made it a ru.e 
to operate on a case as soon as I made a diag- 
nosis and if I get in there and cannot find the 
appendix, I drain it, get out and do a subsequent 
operation instead of hunting around for the ap- 
pendix and getting pus all over. I used to ligate 
the stump and never had any bad results from 
that, using catgut for the purpose, but when 
everybody else got to pus draining and inverting 
the stump, I followed also. I believe, however, 
that I got just as good results when I ligated, 
and dropped it back, as I do now. 

DR. MAYO (closing): I am not here to tell 
anyone how to care for ruptured appendix. The 
ony thing I attempted to do was to present the 
findings as I saw them and as we have found 
them at the Clinic. I do not believe that anyone 
on looking over the literature, can help but be 
impressed by the agreement concerning treat- 
ment of the earlier phases of the disease, and 
the marked disagreement concerning later treat- 
ment when complications enter, and also be im- 
pressed with the difference in mortality. There 
may be some difference in the virulence of the 
infection in the various communities, and there 
may be some excuse on that basis. 

As to having the patient come back for ap- 
pendectomy after the abscess has been drained 
or has ruptured back into the intestine: I per- 
sonally have seen an appendix ruptured three 
times. Consequently, we advise the patient to 
return for appendectomy eight weeks after the rup- 
tured appendix has been treated. We never have 
lost a patient treated secondarily in this manner. 

Concerning the question of inversion or non- 
inversion: we have a number of surgeons at the 
Clinic, half of whom invert and half of whom 
do not. I do not invert because of the experience 
of Dr. Robertson at the Clinic, who has found 
that in cases in which appendectomy with in- 
version of the stump has been performed in com- 
bination with other surgical measures, and death 
has resulted, there is a pus pocket in the in- 
verted stump up to twenty-one days postopera- 
tively. He also has found that the suture used 
to invert the stump, havng run through the in- 
testinal wall, becomes infected with pathogenic 
bacteria. I do not think it makes any difference 
in the mortality or perhaps in the development of 
adhesions. We have not had any difficu.ty in the 
cases in which we have not inverted the stump. 
These are the reasons I do not invert the stump. 

I want to express my appreciation for the hon- 
or of being allowed to be here with you and to 
present a paper. 


INDUSTRIAL ACCIDENT NEU- 
ROSES: SUGGESTIONS FOR 


APPRAISAL AND TREAT- 
MENT. 


L. CODY MARSH, M.D. 
Tucson, Arizona 





(Read before the Maricopa County Medical So- 
ciety, at Phoenix, Arizona). 


There is an increasing interest on the part of 
physicians caring for accident cases, in the psy- 
chiatric phases of industrial injury. However, 
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there is still a careless use of the word “neu- 
rotic” which in psychiatry is tantamount to 
the use of the expression “heart trouble” in gen- 
eral medicine. It is suggested, first, therefore, 
that physcians use the nomenclature compiled 
by the National Conference on Nomenclature 
of Disease. 

There are but three well-defined psychoses 
due to trauma; traumatic delirium, post-trau- 
matic constitution, and post-traumatic mental 
enfeeblement. The physician is but rarely 
concerned with these, as the admission of pa- 
tients suffering from traumatic psychoses is 
not more than .3 per cent, according to May. 

We are concerned here with the traumatic 
neuroses, and it is urged that we drop the nebu- 
lous expression “compensation neurosis” and 
be more specific, using also the classification 
adopted by the National Conference on Nomen- 
clature of Diseases, for after all, the traumatic 
neuroses are not essentially different from any 
others. 

Hysteria: 

Anxiety hysteria, 

Conversion hysteria, 

Dissociation states, 

(fugues, amnesia. somnambulism, 
catalepsy, trance, dual personality, etc.) 

Tics, 

Simple depression, 

Anxiety state, 

Neurasthenia, 

Hypochondriasis, 

Compulsive states: 
Obsession, 

Mania, e.g., kleptomania, 
Phobias, e.g., agarophobia, 
Tics, 

Spasms. 

Mixed forms, 

Neuropathic personality: 
Schizoid personality, 
Syntonic personality. 

Maladjustment, 

Psychopathic personality, 

Constitutional inferiority. 

It is quite possible that later we shall adopt 
a special classification for the traumatic neu- 
roses, for these have certain things in common, 
especially the element of compensation. On the 
other hand, in many accident situations, such 
as those observed when the civil population is 
affected by the horrors of war, private duel- 
ling, personal injuries due to so-called acts of 
God—for example, earthquakes, storms, vol- 
canic eruptions,—in injury due to athletic con- 
tests, in injuries in the home, and in injuries 
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suffered in many other forms of employment 
not covered by accident insurance, for exam- 
ple farm work, we rarely see what we have un- 
derstood as traumatic or compensation neuros- 
es. 

When there is no possibility of compensation, 
a neurosis does not ordinarily develop, even in 
the most neurotic types, as the psychiatric and 
mental hygiene situation is met promptly and 
spontaneously at the date of injury. 

Archambault, in his lectures to medical stu- 
dents at Albany Medical College, frequently re- 
marked, “If I can get an industrial accident case 
while he is still a medical virgin and has not 
been contaminated either by legal counsel, a 
grasping relative, or great delay, I can return 
him to his job with a sound mind within a rea- 
sonable time, provided, of course, the surgeon 
succeeds with his task.” 

One thing brought out in this statement, to 
which attention has been called by others, is the 
“period of meditation.” In other words, it takes 
time incident to delay, tardy settlement, un- 
certainty of outcome, and many other factors, 
for a patient to develop what we have vulgarly 
called a “compensation neurosis.” 

The writer believes that it is important, if 
the medical profession is to handle the neurotic 
factor with the same precision and effective- 
ness as are displayed in the surgical and medi- 
cal procedures, to use a special type of anam- 
nesis. This is necessary because traumatic neu- 
roses represent a flight from reality, and, as 
such, they are purposeful, although the purpose 
may be conscious or unconscious. To make an 
appraisal then of a suspected neurotic factor in 
an industrial-accident case, it is necessary to 
have a great deal of special information. 

I. Physical. 

1. If the patient complains of pain, does a 
powerful analgesic relieve the pain? Conscious 
malingerers, as well as unconscious, will fre- 
quently complain that the pain persists, al- 
though they have received massive doses of 
anodyne. 

2. What contribution does pre-existent 
pathology make toward the patient’s com- 
plaints? A neurotic patient is very apt to 


show a cumulative state composed of aches and- 


pains, signs and symptoms of previous ail- 
ments, of which he was aware or unaware, and 
combined with the signs and symptoms inci- 
dent to the present injury. 
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3. How logically are the signs elicited in 
the physical examination connected with the 
present injury? 

II. Psychiatric Analysis. 

1. Asa result of the usual and standard ex- 
amination of the patient, what personality im- 
pression does he give, i. e., is he the sort of 
person who would be likely to develop a trau- 
matic neurosis? Is he shut-in, unstable, rigid, 
schizoid, inferior, psychopathic? 

2. Have there been any other physicians 
on the case? What have they done and said to 
the patient? And how much time has elapsed 
since the injury? 

3. What is his general behavior during the 
examination, to active and passive movement, 
to pain? Is he irritated by the procedure? 
What comments does he make concerning the 
examination and the accident? 

4. Has he engaged counsel? 

5. Are his symptoms logically connected 
with his injury and are they exaggerated? 

6. What is his attitude toward returning to 
work? 

7. If he limps or shows any other mechani- 
cal token of injury, does he do it well or too 
well? 

8. What inconsistencies, if any, do you no- 
tice in the patient’s behavior or comments? 

9. Is the employer or the insurance carrier 
showing any delay or other attitude which 
might precipitate a neurosis during the medi- 
tative period? 

10. If you believe the patient is malinger- 
ing, is this a conscious or an unconscious pro- 
cess? 

11. Ascertain from the patient if he has 
been satisfied with his job, compensation, as- 
sociates, superior officer, and working condi- 
tions. Replies in the negative might indicate 
a very appropriate foundation upon which a 
traumatic neurosis could be erected, and sug- 
gest prompt prophylactic mental hygiene. 

12. Patient should be asked guardedly 
about his home conditions and personal hap- 
piness. If his home conditions are unhappy or 
if he expresses marked dissatisfaction about his 
personal life, another foundation is suggested 
upon which a neurosis might be developed. 

III. Outside Information. No psychiatric 
anamnesis would be complete without inform- 
ation from persons other than the patient, 
whether they are neutral or biased. Informa- 
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tion should be obtained from the patient’s su- 
perior, from some member of the family and 
from some associate whose friendship is not 
unduly burdened with bias. Among other 
things, the following questions should be asked: 

1. What has been the patient’s job history 
in general? Has he been successful, well- 
thought-of by associates and employers, able 
to follow directions, punctual, skilled, indus- 
trious, trustworthy? Is he noted for cheerful- 
ness, common sense, and good judgment, or 
has he been moody and inclined to show poor 
judgment? Is he inclined to shirk? What is 
his behavior when he gets hurt? How much 
time does he lose over minor injuries and ill- 
nesses? 

2. The same information should be obtain- 
ed about the present job with a special care. 
In addition, it should be asked if he was satis- 
fied with his work and pay, and if he had any 
special grievances from which a neurosis might 
provide an escape. 

3. How does the patient behave outside of 
the doctor’s office? Does he show the same 
limp or other mechanical token of injury? Does 
he go on with his pleasure life or avoid it? 
How much does he make his family aware 
that he is suffering? In general, what is his 
behavior off guard? 

4. What is his energy quotient outside of 
the doctor’s office? Most patients suspected 
by their physician of malingering or of neu- 
rosis, show a very much depleted energy quo- 
tient in the presence of the physician and a 
markedly augmented energy quotient when 
safely away from the doctor’s office. This may 
be conscious or unconscious behavior. 

5. In the case of a patient exhibiting facial 
expressions of pain while in the doctor’s of- 
fice, does he show this on the outside and how 
much? 

6. What are the patient’s home conditions 
and home influences? Is his wife or any other 
member of the family urging him, directly or 
indirectly, to exaggerate or feign symptoms in 
order to obtain increased or continued com- 
pensation? Is there anything in the patient’s 
home life which might cause him to seek a 
means of escape by developing a neurosis as a 
result of injury? 

IV. What objects could the patient gain by 
means of a traumatic neurosis? Only insofar 
as we can gauge this accurately can we be of 
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any real psychiatric assistance in helping the 
patient to recover from the neurotic element, 
since all neuroses are purposeful, whether 
conscious or unconscious. Because the neu- 
rosis represents, as it always does, bad judg- 
ment in the underlying purpose, it is futile to 
argue with the patient. He must be shown by 
a flank attack a more constructive means of 
escape and one which satisfies the criteria of 
good judgment. Therefore, is the neurosis as 
an escape mechanism helping the patient to 
escape an unpleasant job, a disagreeable as- 
sociate, an intolerable boss, an offensive home 
personality, or any other inferiority situation? 
RECOMMENDATIONS FOR PROPHYLAXIS 
AND TREATMENT. 

I. Industrial. 

1. Industry should pay more attention to 
the personality type of employees and keep 
away from danger those who show a tendency 
to get hurt, or because of their neurotic 
makeup, are inclined to take flight in neu- 
roses. 

2. Where employers have their own physi- 
cians with offices within the working estab- 
lishment, care should be exercised when 
treating injured workers, to anticipate the 
possible development of neuroses, especially 
in personalities who would naturally lean to 
such an escape. 

The writer recalls a fine-looking boy 2f 
twenty-two, treated in a factory accident room 
for the loss of the distal phalanx of his index 
finger. He joked about the whole business 
and left laughing, only to attempt suicide 
within the next hour. He was a musician and 
was working in the factory to earn money for 
his continued education. Thus “laughing a 
thing off” is a risk type of mental hygiene 
and shou'd not be used unless the doctor 
knows his man. 

3. It is suggested that employers keep not 
only the standard job record on each em- 
ployee but notes under the following head- 
ings: 

(1) 

(2) 

(3) 


Ability to get along with people. 
Ability to follow directions. 
Ability to lead others. 
(4) Type of moods shown while at work. 
(5) Estimate of common sense and good 
judgment. 
(6) Ideals of courtesy, honesty and service. 
(7) Initiative and resourcefulness 





(8) Mechanical skill. 

(9) Orderliness, system, and neatness. 

(10) Perseverance and industry. 

(11) Physical strength and general! health. 

(12) Promptness and punctuality. 

(13) Responsibility and trustworthiness. 

(14) Time lost and for what causes. 

(15) Behavior when sick or injured. 

(16) As many traumatic neuroses are 
based upon deep feelings of resentment be- 
cause the employee feels he has not been just- 
ly treated and that his talents have not been 
adequatelty marketed, it is suggested that 
where possible the worker’s record card show 
the following facts and that such facts be rec- 
ognized in practical ways: national origin, lan- 
guages spoken, education, special training, 
usual occupational classification, hobbies, pas- 
times, special abilities, tastes and talents, clubs 
and organizations, occupational interests and 
ambitions, religion, intelligence rating based 
principally upon industrial performance. 

(17) All employes in industry, especially 
where the employer is liable in case of acci- 
dent, should be required to submit to a physi- 
cal examination and the results should be 
placed with the employee’s record. Then in 
case of accident, physicians may more prompt- 
ly and accurately estimate the bearing of the 
employee’s previous condition upon the pres- 
ent accident situation. 

4. It would be to the advantage of physi- 
cian, employer, and insurance carrier, if more 
complete records were kept on employees, not 
only as to their job behavior, aptitudes, and 
progress, but as to their personality makeups 
and the type of personality displayed in the 
job situation. Such information would be a 
valuable guide in the handling of those acci- 
dent cases which are thought to have either a 
frank malingering factor or an unconscious 
neurotic element. 

5. The employer should also exert himself 
promptly to assure the injured employee that 
he will be adequately cared for, and thus he 
need not engage counsel, but, on the contrary, 
avoid getting into the hands of unscrupulous 
attorneys. It would be well in the same con- 
nection to assure him that upon recovery he 
can return to work and if his accident has 
maimed him so that he cannot do precisely the 
same thing, that nevertheless another type of 
employment will be found for him. 
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6. Where industrial hazards are marked, 
there may be some value in the suggestion of 
offering bonuses to employees who have a low 
injury record. 

II. The Insurance Carrier. 

It is urged upon insurance carriers thai 
they modify their attitude in regard to the one 
injured and invalided by an industrial acci- 
dent, in which they disapprove of his engag- 
ing in any gainful occupation while receiving 
compensation. It is the opinion of many of us 
in the fie'd of psychiatry that this attitude is 
expensive to the insurance carriers and there- 
fore tends indirectly to make the cost of in- 
dustrial insurance higher than it might be. It 
is during these long periods of inactivity that 
so many patients develop neurotic symptoms 
which, in turn, prolong considerably the period 
of invalidism and, therefore, of compensation, 
which comes from the carrier’s purse. In this 
connection, the writer offers two suggestions: 
one, that where possible the present employer 
give the patient an easier job approved by the 
physician. This keeps the patient under the 
emotional stimulation of his customary job 
habitat, and, quite humanly, he is made anx- 
ious to gain favor and approbation among his 
fellows by getting back to his original and bet- 
ter position. The other suggestion is that, 
where the above is not possible, the patient 
be allowed to take any gainful occupation he 
may obtain by his own efforts or those of oth- 
ers. While this is not as valuable from a men- 
tal hygiene standpoint as the other suggestion, 
it is still valuable, and the patient ordinarily 
is too much entertained by occupation and the 
fact of even a small remuneration, to develop 
a neurotic condition. 

It is suggested that the insurance carrier 
employ psychiatric social workers to obtain in- 
formation and observations regarding the pa- 
tient’s home life and outside activities, where 
the physician believes such data will assist 
him in appraising a suspected neurotic factor 
or malingering. Too often investigators have 
not had appropriate technical training and ex- 
perience for this delicate task. While the 
adoption of this suggestion entails added ex- 
pense, the representative of one carrier told 
the writer it was his firm’s belief that thirty 
to fifty per cent of compensation paid was 
chargeable to the neurotic factor, and that at 
least half of the money paid to satisfy judg- 
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ments in lawsuits was due to the neurotic ele- 
ment also. 

It is highly important that the insurance 
carrier not only reduce red tape and make as 
prompt an adjudication and settlement as 
modern efficiency can command, but, what is 
still more important, that the carrier take 
pains to inform the injured at the outset that 
such will be the case. Often the protracted 
periods of waiting and doubt are malignant 
factors in precipitating in the patient’s per- 
sonality a neurosis which, in the long run, is 
very costly to the carrier. 

In certain cases the insurance carrier would 
find it to its advantage to allow the attending 
physician to treat coexistent maladies. 

Where it is believed that the patient is in 
danger of, or has already developed, a neu- 
rosis which threatens to make the case unduly 
costly, the carrier would do well to have the 
attending physician refer the case to a psychi- 
atrist. 

III. Medical. 


1. A physician should never openly and 
directly charge a patient with malingering or 
with being neurotic. This is a situation which 
should never be met directly, but with the 
cleverest indirection. Above all things, the 
patient’s “face must be saved,” whether the 
physician believes the patient is malingering 
or not. 

2. It is most important that the patient’s 
confidence be won and even unreasonable 
symptoms be listened to patiently and re- 
spectfully. 

3. The patient should be assured of the 
best possible prognosis. 


4. The physician should promptly offer to 
give what aid he can in obtaining a prompt 
settlement. 


5. It is highly desirable that the physician, 
if possible, give within reason, treatments 
which the patient desires. This may seem un- 
reasonable to many men and highly unsci- 
entific. However, it has great practical psy- 
chological value in dealing with the neurotic 
individual, especially if the intelligence quo- 
tient is low. 

6. It is desirable, although insurance com- 
panies may not allow it, that patient be treat- 
ed for coexistent maladies. Such maladies, be- 
cause of discomfort, pain, or inconvenience, 
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may be largely responsible for the creation of 
the neurosis. 

7. Even at the very first consultation be- 
tween patient and physician, the latter should 
prescribe and insist upon some form of occu- 
pational therapy. The enforced idleness inci- 
dent even to temporary deprivation of occu- 
pation is a very fruitful soil for the develop- 
ment of a neurosis. We can prescribe occupa- 
tional therapy of many sorts, even though 
they are not gainful. It is desirable in this 
connection that someone report on the pa- 
tient’s job behavior in connection with the oc- 
cupational therapy. Thus the physician may 
obtain knowledge which may enable him to 
forestall the development of a traumatic neu- 
rosis, either by a change of the occupational 
therapy or by appropriate psychotherapy. 

8. It is highly important that the physician 
at the very outset begin some sort of psycho- 
therapy, or mental hygiene program, to run 
concomitantly with the medical and surgical 
procedures. Among other things, it is impor- 
tant to keep alive or to cultivate what the 
writer calls “energy-releasing ideas,” e. g., 
ideas relating to ambition, promotion, success, 
the culture of courage, the satisfaction of hav- 
ing been courageous in the present instance, 
building plans for future economic success, 
and so forth. In this connection, the physician 
should be conscientious in praising the patient 
for even the most trivial gains or tokens of co- 
operation and progress. The physician should 
go out of his way to conspire with the patient 
to find some sort of happiriess during the 
period of invalidism. 

9. A very practical and helpful procedure 
is for the physician or employer to arrange, 
when the patient may do so, excursions to his 
job location. This gives him encouragement 
and keeps up an interest for recovery and the 
return to his job. 

10. The physician having learned of other 
objects which the patient may entertain, con- 
sciously or unconsciously, in developing a neu- 
rosis, might give adroit suggestions as to how 
the patient may obtain these same objects in 
a more constructive and therefore a more sat- 
isfying fashion. 

11. If it is believed that some “key rela- 
tive” or other person is urging the patient to 
prolong invalidism by means of neurotic 
symptoms, it would be well that this indi- 
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vidual be contacted and his cooperation se- 
cured toward a more constructive use of his 
influence. 

12. It is highly important that patients be 
given adequate anodynes for pain, and hyp- 
notic drugs, if necessary, so that they may 
have the benefit of comfort and adequate 
sleep. It is the writer’s experience that there 
is still an aversion on the part of industrial 
surgeons, as well as practitioners who occa- 
sionally see industrial cases, to the giving of 
anodynes and hynotics because of an unduly 
emphasized fear of habit formation. 





TUBERCULOSIS AS SEEN IN 
THE POSTMORTEM EXAM- 
INATIONS OF CHILDREN 


WILLIS W. WAITE, M. D. 
El Paso, Texas 


(Read before the New Mexico Medical Society 
at its Fifty-second Annual Meeting, at Las Vegas, 
N. M., July 19-21, 1934. 


I appreciate the honor of being invited to 
take part in this meeting. When I look over 
the program and notice the number of distin- 
guished guests present, it makes me feel very 
humble and I appreciate all the more the op- 
portunity of appearing before you. 

As pathologist and roentgenologist of the El 
Paso City-County Hospital, it falls to my lot 
to get the laboratory part fof the material 
ready for the monthly staff meetings. In the 
past this consisted of reading the postmortem 
reports and showing any x-ray films that 
might be available, as well as showing the 
specimens saved from the case. The results 
obtained from showing a large number of 
specimens (except when they are most un- 
usual) do not always seem satisfactory. In 
other words, not much interest is manifested 
in specimens and films. Now, this may not be 
the fault of any one. When specimens are re- 
moved from the body and taken to the labor- 
atory half of the interest is already lost, be- 
cause seeing specimens in relation to one an- 
other and to the body makes them much more 
instructive and interesting. It often takes the 
pathologist some time to study out lesions and 
get their proper interpretation. After a speci- 
men has been hardened it loses more of its 
interest, so it can hardly be expected of a man 
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who has never seen it fresh to immediately 
grasp all that it has to show; and in a meet- 
ing where thirty or forty are present if a speci- 
men were to be carefully studied by everyone 
it would take a couple of hours to get around 
with one specimen. It stands to reason that 
those who are not looking at the specimen and 
are just waiting are going to get disinterested 
and uneasy, and also much time will be lost. 

For several years a small group of us have 
met together and studied postmortem material 
to good advantage, but in the larger groups 
different methods have to be used in present- 
ing the material in order to hold interest. At 
our last two staff meetings lantern-slide photo- 
graphs of specimens and of x-ray films were 
used. Several of the photographs were made 
at the postmortem table. The results seemed 
to make it well worth while. Of course, not 
all material coming before a staff meeting 
lends itself to such treatment, some material 
being much better than others. Interesting 
cases also often fall into groups, so that it is 
possible to present several cases at one meet- 
ing covering several phases of a subject. 

At the last staff meeting there was an un- 
usual group of cases of children dying of tu- 
berculosis, and the lantern-slide demonstra- 
tion of this material made such a hit that it 
seemed worth continuing. Since that meeting 
we have had several more cases and we have 
endeavored to make a moving picture of one 
of the best-worked-up of these cases. While 
the photography is not perfect, it helps make 
the lesions real. One advantage the camera 
has in showing lesions is that it can be placed 
in the most advantageous position and the re- 
sults can be seen equally well by all viewing 
the picture. Being present at the postmortem 
and seeing the organs as they are removed 
and studied in relation to one another is the 
most effective way of using postmortem ma- 
terial, but since this is impossible good illus- 
trations help a great deal. Besides, only a 
small group can see anything at a postmortem. 

If childhood tuberculosis were not common 
and found in nearly every community by ail 
physicians treating children, it probably would 
not be worth while considering the subject 
here. But since children continue to die with 
this disease, and since the way of eradicating 
tuberculosis in general is through a good un- 
derstanding of tuberculosis in childhood, it 
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makes it worth while to devote some time to 
it. 

Tuberculosis in children is usually manifest- 
ed by enlarged tracheobronchial lymph glands, 
which, as a rule, produce no symptoms and 
can only be detected by x-ray examination. 
Tracheobronchial tuberculosis is a chronic af- 
fair, and in many cases the children do not 
suffer from it, the majority of them being well- 
nourished, with no suggestions of harboring 
an infection; and probably in most of these 
children the disease heals and they go on to 
natural development. In some, however, a 
crisis occurs—a sudden illness develops with 
fever, the symptoms of which are not definite 
for any specific disease, and diagnosis is 
practically impossible unless x-ray examina- 
tion reveals enlarged tracheobronchial glands 
or an examination of the spinal fluid shows a 
condition typical of tuberculous meningitis. 
From the postmortem findings in a large num- 
ber of these cases it is found that a diffuse in- 
fection takes place, sometimes causing more 
trouble in one organ than in another, and pro- 
ducing symptoms suggestive of some certain 
condition, like a bronchopneumonia or an ab- 
dominal condition, or meningitis. 

Probably in all of these cases the crisis re- 
sults from the fact that a caseous gland rup- 
tures into a blood-vessel or lymph-channel 
and causes a blood-stream infection. A gen- 
eral infection develops, and if the organs of all 
these bodies were studied microscopically we 
would probably find the infection much more 
widely distributed than appears from gross ex- 
amination. Nearly all cases manifest some 
sort of acute lung infection. In some it may 
be miliary tuberculosis, in others tuberculous 
pneumonia, in others circumscribed areas 
breaking down and forming cavities. Also 
there is usually infection of the liver and 
spleen, and in many cases meningitis. The fol- 
lowing case is presented in detail as it covers 
nearly all phases of the subject: 

Record No. 1653—City-County Hospital. Patient 
was a five-year-old female Mexican child, admitted 
June 24, 1934, and died July 5, 1934. Had been 
sick with fever twelve days before admission, and 
suffered with headaches two weeks previously. 
Admission diagnosis was typhoid fever, with pos- 
Sible pyelitis. 

Temperature was 101 on admission, and two 
days before death it was 108, irregular, being 
high in the afternoon and low in the morning. 
Pulse rate was 90 on admission, and on the day 
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the temperature was 108 it was too fast to 
count. Respirations were also rapid. 

Laboratory findings: (June 24) white count was 
15,000, urine was. negative, Widal was positive. 
(June 27) Widal positive, urine negative, stool 
negative for typhoid. 

(June 28) Spinal fluid clear, globulin positive, 
cell count 180, sugar absent, no organisms found. 

(June 29) X-ray examination of chest showed a 
widened and thickened upper mediastinum, the 
mediastinal shadow to the apex on either side, 
with obliteration of the clear space between the 
right heart and the hilum. These findings sug- 
gested a mild enlargement of the tracheobron- 
chial lymph glands, probably tubercuiosis. 

Child grew gradually worse and died on July 
5. Postmortem examination was made on July 
6, with the following findings: 

Autopsy Report: Body is that of a well-nourish- 
ed Mexican child. No external marks of violence. 

On section there is a small amount of turbid 
fluid in the abdomen. Bladder distended, and up- 
per surface of bladder quite deeply injected and 
thickened. No adhesions. Liver rather large and 
pale. No nodules of any kind present. Spleen 
about normal size, with numerous pin-point opaque 
pale areas in the surface. Kidneys show nothing 
abnormal. 

On opening the chest both lungs are free; no 
excess of fluid. Lungs air-containing, slightly 
moist. Heart normal. Mediastinum somewhat en- 
larged. There are enlarged tracheo-bronchial 
glands which on section are quite noticeably en- 
larged and caseous. The retroperitoneal glands are 
not enlarged and there are no signs of trouble in 
the intestines. 

Brain is examined and there are numerous 
pinpoint raised nodules over the surface of the 
posterior portion of the cerebral hemipheres. 
About the base there is a thick organized exudate. 

Diagnosis: Tracheobronchial glandular tubercu- 
losis and tuberculous meningigits. Tuberculosis of 
the spleen. Tuberculous peritonitis over the blad- 
der. In other words, disseminated or diffuse tu- 
berculosis. 

Dissection of lungs shows in the right lung, 
near the apex, an enlarged pale grayish nodule 
about 7 mm. in diameter, fairly firm. This could 
be the scar of the first infection. In the lower 
lobe, at the bifurcation of the bronchi, there is 
an enlarged lymph gland about 10 mm. in diam- 
eter. Scattered through the right lung there are 
several pale pinpoint nodules which on microscopic 
examination show small groups of tubercles. In 
the left lung no nodules are found. However, there 
are small caseous glands at the hilum. 

These findings show an old tuberculosis in the 
right apex, a more extensive glandular enlarge- 
ment than was at first anticipated, and beginning 
miliary infection in the right lung. 


This is one case out of a series of twelve. 
Many of the other cases died before being in 
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the hospital long enough to be studied, and in 
some of the others the records are not as com- 
plete as on this one. The ages varied from 
three months to fourteen years, and all but 
one showed some lung involvement. This one 
was a case of meningitis and grossly the tra- 
cheobronchial glands were not noticeably en- 
larged. However, the glands around the bi- 
furcation of the bronchi were not studied mi- 
croscopically. 

As to the clinical laboratory findings, the 
white count does not seem to be of much 
help, being in some cases high and in others 
low. The spinal fluid is very reliable, and if 
it shows an increased cell count with absence 
of sugar (with some cases even tubercle ba- 
cilli demonstrated) it points to a definite di- 
agnosis. A positive Widal on the blood has 
been reported previously in cases of miliary 
tuberculosis, and more or less reaction in the 
Widal test can be expected in cases of miliary 
tuberculosis. So, too hasty a conclusion from 
a positive Widal should not be drawn in cases 
of this type. 

As to making x-ray examinations of the 
chests of children, particularly those who are 
too young to cooperate, it is exceedingly dif- 
ficult, for if a film is taken on expiration the 
mediastinum will be much larger than if tak- 
en on inspiration. Care must also be used in 
getting the child in proper position for a pic- 
ture, because the best results are obtained 
with the child lying on his back, with the 
hands held over the head, care being taken to 
keep the head in true frontal position, for if it 
is turned sideways it throws the mediastinum 
partly to the side towards which the head is 
turned and the natural outline of the mediasti- 
num will be reflected towards the side in 
which the head is turned and appear wider 
than it really is. Then, the exposure should 
be as short as possible—not over 1/20 of a sec- 
ond, and by watching the child carefully and 
taking it on inspiration a film can be obtained 
without showing motion. Care should also be 
taken to get a properly exposed film, for if it 
is over-timed a lot of the detail that we wish 
is burned out and the film is of no value for 
diagnostic purposes. In reading the film the 
mediastinum is of first importance, the clear 
space to the right of the heart next, and the 
ordinary lung markings of no importance. A 
wedge-shaped shadow of increased density ex- 
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tending from the mediastinum to the peri- 
phery indicates definite lung involvement, 
and probably a very serious condition. 

In studying the lungs postmortem they 
should be fixed in formaldehyde and then 
sliced in thin slices with a sharp knife in or- 
der that small areas may not be overlooked. 
Oftentimes the miliary tubercles are too small 
to be seen with the naked eye and they may 
be detected only on microscopic examination. 

There is presented a low-power photo- 
micrograph of a small lymph gland taken from 
the left hilum. Its purpose is to show how 
numerous and near the lymph sinuses are to 
the tubercle, and how a tubercle might caseate 
and rupture into a lymph space, thus allowing 
tubercle bacilli to enter the lymphatic sys- 
tem and from there enter the blood-stream. 
Such a result would unquestionably cause a 
wide dissemination of bacilli. 

When such a crisis occurs in a child with a 
tracheobronchial tuberculosis a wide dissem- 
ination of bacilli results, with miliary tuber- 
cles developing everywhere, producing a sud- 
den and violent reaction which terminates fa- 
tally. 

This is our first attempt at presenting a 
motion-picture film study, and the photog- 
raphy is not all that it should be. Of course 
the ideal condition would be to use colored 
film with a “talkie” attachment, and then the 
ideal could be approached. 

I am deeply indebted to Dr. Butler, super- 
intendent of the Hospital, for encouragement 
and suggestions, and to the Hospital staff for 
permission to use the material presented in 
this paper. 

DISCUSSION 

DR. R. O. BROFN, Santa Fe, N. M. (opening): 
We see more or less tuberculosis in schools near 
Santa Fe. I am interested in a school designed 
for boys under par physically and have _ there 
seen cases of tuberculous glands of the medias- 
tinum, though there has not been a history of 
tuberculosis. Another thing, in addition to those 
mentioned by Dr. Waite that has struck me is 
that when they get an infection of any kind, they 
usually run a temperature longer than the others. 

DR. F. D. VICKERS, (Deming, N. M.): Dr. 
Waite has been doing some wonderful work in 
getting up data and films of this kind and I 
want to congratulate him upon it. 

DR. WAITE (closing): Referring to Dr. Brown’s 
discussion, there is some question whether under- 
nourished children are undernourished on ac- 
count of tuberculosis or not. ‘When a disease 
remains localized in the lymph glands, as years 
ago when children had it on the neck, it was 
called scrofula, but now that seems to have dis- 


appeared and I have not seen a case in a number 
of years. We know there are a good many en- 
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larged glands, but whether they are all tubercu- 
lous or not we are not sure. If the tuberculin 
tests are positive, we are pretty sure of tubercu- 
losis, but if negative to the tuberculin test, there 
may be other things to give the enlarged g.ands. 
In the pictures I showed of the child with medi- 
astinum enlarged, the margins are very sharp. 
You are not showing glands, but are showing a 
widening of mediastinum, yet assume that you 
have enlarged glands. There is a little bit of 
white nodule, but when the gland is cut you 
cannot get any gland that has calcium in it, 
yet there is something dense enough to show in 
the picture. When miliary tuberculosis gets well 
organized, we have snowflake mottling all over 
the lung. You cannot see the enlarged glands or 
little areas out in the lung. In the lungs occa- 
sionally there are localized areas that become 
caseous and break down. Thus disseminated, there 
may develop tuberculous meningitis. When there 
is wide dissemination, there is virulent infection. 
If. one man could go into a hospital and order 
an x-ray of everything he is interested in, he 
would catch many of these cases. To carry on 
this subject and keep plodding at it and tell 
what it means is our ambition, but when we 
get this virulent tuberculosis with wide dissem- 
ination of tubercles, it is hard to tell which or- 
gan is going to cave in first and we are not sure 
that every infection in the body locates in the 
glands around the trachea and bronchi. We had 
a child die at the age of three months with 
much larger lymph glands than on the child 
whose picture was shown. We have not found 
the primary infection and I question sometimes 
if we have that primary infection in the lungs, 
with enlarged glands. I do not see why we have 
to have that before we have glandular tubercu- 
losis. It may be mesenteric tuberculosis just as 
well around the trachea, but those around the 
trachea are the ones we can study. 


TRANSURETHRAL PROSTATIC 
RESECTION 


HARRY WEAR, M. D. 
Denver, Colo. 








(Presented before the New Mexico Medical So- 
ciety, at its Fifty-second Annual Session at Las 
Vegas, N. M., July 19-21, 1934). 





During the past three years, urological 
members of the medical profession have writ- 
ten so much regarding transurethral resection 
that general practitioners and surgeons have 
become confused by the vast amount of litera- 
ture and are unable to decide as to the prac- 
tical use of the procedure or the cases for 
which it should be used in preference to 
suprapubic or perineal prostatectomy. The 
purpose of this paper is to compile the knowl- 
edge I have received from other urologists, 
both conservative and radical, and thereby 
give an unbiased opinion, formed after my 
experience with more than two hundred trans- 
urethral prostatic resections. 

A physician recently returning from Europe 





411 





tells me that this operation for bladder neck 
obstruction is referred to as “an American 
fad” and that it has not been extensively em- 
ployed in any of the larger urological services. 
Johns Hopkins Hospital still favors the peri- 
neal prostatectomy. The Mayo Clinic uses the 
transurethral operation in nearly all cases of 
bladder neck obstruction. Likewise, Kretsch- 
mer of Chicago, Ballinger of Atlanta, and in- 
numerable prominent and well-balanced men 
have adopted its use almost exclusively and 
rarely perform suprapubic or perineal pros- 
tatectomies. 

The question then arises—Who is right, and 
what general method is to be employed or 
suggested by the general physician whom the 
patient trusts with hope for an ultimate per- 
manent recovery? 

Historical references advise us that trans- 
urethral operations were first suggested and 
performed by Guthrie in 1836. A long list of 
surgeons since that time may be given due 
credit for improvements. Hugh Young, in 
1909, developed his well-known punch opera- 
tion which, in principle and practice, has been 
the most satisfactory instrument devised until 
the present resectoscope was invented by 
Stern in 1926 and perfected and presented by 
T. M. Davis in 1931. Since then the cystoscope 
makers and manufacturers of electrical in- 
struments have been primarily responsible for 
what progress the urologists have made. Be- 
cause of this commercial aspect, it is hard to 
estimate the number of patients either dead 
or suffering as a result of incompetent and in- 
discriminate use of this procedure. It is also 
difficult to estimate the number of patients 
for whom comfort has been gained who would 
have died of a major surgical procedure. 

This operation has been heralded by urolo- 
gists, physicians and laymen as a minor pro- 
cedure until, at the present time, the prostatic 
sufferer believes that the procedure is so sim- 
ple as to be regarded almost as a lark. Because 
of this publicity a larger number of prostatic 
sufferers consult urologists. From the increas- 
ed numbers we are finding various degrees ot 
pathology, ranging between very slight and 
extremely large obstructions. We are receiv- 
ing patients who are not yet of the prostatic 
age, as well as old men who have been hap- 
pily catheterized for years and are now senile 
or ready for the grave. 
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The direct advantage to bladder neck sur- 
gery may then be summarized: 

1. This method is ideal for the resection of 
median lobes, small sclerotic prostates, fibrous 
contractures, prostatic bars, and postoperative 
adenomatous nodules. 

2. Obstructive lesions may be removed 
from patients who could not undergo major 
radical surgery. 

3. In carcinoma of the prostate, the patient 
may be made more comfortable by resection 
of the obstructing tissue than by suprapubic 
drainage or radical removal. 

4. From an economic standpoint, the hos- 
pitalization period is shortened to from three 
to seven days of postoperative convalescence. 

The principal disadvantages to resection are: 

1. The entire prostate cannot safely be re- 
moved and recurrences may be an important 
factor. It is well known that adenomata do 
recur even after radical surgical removal; 
therefore, we may expect a higher percentage 
of recurrences following the transurethral op- 
eration. Inasmuch as resection has not been 
practised over a long period of time, statistics 
will not show the incidence of recurrence. 
Time alone will settle the question. However, 
it is the opinion of workers such as McCarthy 
and Davis that recurrence will not be greatly 
increased. 

2. Stricture of the prostatic urethra does 
occur following resection. This is not true in 
every instance, but it is certainly true when a 
massive coagulation of the entire prostatic bed 
becomes necessary. 

3. Postoperative urinary infection persists 
and, in my experience, it is of more clinical 
importance than infections following suprapu- 
bic prostatectomy. 

4. The supposed simplicity. of the proce- 
dure has encouraged incompetent and inex- 
perienced cystoscopists to attempt resection, 
thereby discouraging and often leaving with 
an incontinence a number of patients who 
might well have survived a surgical prosta- 
tectomy. 


‘The indications for the operation are the 
same as those for a prostatectomy; such as hy- 
pertrophy of both median and lateral lobes, 
median lobe hypertrophy, hypertrophy with 
collar fibrosis, sclerosis due to atrophy, or any 
bladder neck obstruction sufficient to give a 
residual urine of more than thirty cubic centi- 
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meters, which is accompanied by nycturia, 
difficult or painful urination. Large adeno- 
mata causing no residual urine and no im- 
portant symptoms should be left alone. 


The contra-indications to prostatic resection 
are: 

1. Well advanced stricture of the anterior 
or posterior urethra or a congenital malform- 
ation of the urethra. 

2. Massive prostatic enlargement where an 
instrument cannot be passed easily over the 
mass or through the entire prostatic urethra. 

3. Large bladder stones, bladder tumors, 
or bladder diverticula of a surgical nature. 

4. Advanced cardio-vascular pathology 
where the patient could not withstand a urin- 
ary chill or a drop in blood pressure. 

The preaperative treatment is essentially 
the same as that for a suprapubic or perineal 
prostatectomy and may be divided into two 
distinct classes. First, early cases presenting a 
slight hypertrophy with very little residual 
urine may be operated upon immediately 
without preliminary care, provided there is 
little or no infection. The second class includes 
those advanced cases presenting extensive hy- 
pertrophy with a large amount of residual 
urine. Here, catheter or suprapubic drainage 
must be employed according to the amount of 
infection and the condition of the patient. 

The older internists and surgeons have been 
amply impressed by the repeated warnings re- 
garding preoperative preparation of pros- 
tatics; they recall reports of long series of 
prostatectomies with four and five per cent 
mortality. This low mortality cannot be equal- 
ed by transurethral resection unless adequate 
preparation is employed, and the forging urol- 
ogist who disregards this teaching of our old- 
er fellows will throw all prostatic surgery in- 
to disrepute. A patient with residual urine, a 
poor myocardium, a poor urinary output, and 
so forth, must be given a chance and not hur- 
ried to the operating table. Drainage, fluids, 
rest, together with good medical advice are im- 
perative to his life and postoperative comfort. 
Experience has taught us that postoperative 
comfort is one of the most important factors in 
the recovery of an older patient. A poorly 
prepared patient may often survive, but the 
surgeon deserves none of the credit. 

Before transurethral resection, as well as 
before prostatectomy, we demand that a pa- 
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tient show all possible evidence of good health. 
He must have a fair urinary output, a nearly 
normal blood chemistry, a good appetite, and 
a more or less stabilized myocardium. His in- 
fection must be the minimum, or as nearly so 
as can be obtained in each particular instance. 
We require prolonged urethral or suprapubic 
drainage for patients having appreciable in- 
fection and more than ninety cubic centi- 
meters of residual urine. We require that the 
temperature be normal for at least forty-eight 
hours, if such is primarily due to infection in 
the urinary tract. Each patient should have 
a comfortable bladder capacity of more than 
two hundred fifty cubic centimeters of urine. 

So far as vasectomy is concerned, it should 
always be a routine procedure with prostatec- 
tomy and in transurethral resection of large 
prostates in older patients. The younger pa- 
tient should not have vasectomy unless he has 
had repeated attacks of epididymitis during 
the period of preparation. We have not sub- 
jected all patients to vasectomy as a routine 
procedure, but find that ten per cent of our 
resection cases have had epididymitis. 

The postoperative course, provided that the 
resection is properly done, is surprisingly sim- 
ple so far as the patient’s comfort is concern- 
ed. It is usually characterized as being with- 
out shock, without severe pain and without 
even the ordinary discomfort so common im- 
mediately following any surgical procedure. 
These patients are able to eat the day follow- 
ing the operation and often cannot believe it 
possible that the offending obstruction is re- 
lieved. Some never have bleeding and are 
able to void normally on the second or third 
day. The patient who has had an ideal trans- 
urethral resection should void on the third 
day, leave the hospital by the fifth day, and 
be able to come to your office by the end of 
the week following the operation. During the 
first week or ten days, he experiences a fre- 
quency and burning of urination, but he is 
able to enjoy comfort in the interim between 
urinations and does not lose his general feel- 
ing of well-being. Ordinarily, the pain is en- 
tirely relieved by the end of the second week. 
The urine becomes free from infection and 
the bladder resumes its normal capacity by 
the end of the eighth week. What postopera- 
tive discomfort is experienced is not depend- 
ent upon the amount of tissue removed, but 
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varies according to the bladder capacity, the 
amount of coagulation, and the injury to the 
bladder mucosa or trigone. For instance, a pa- 
tient with a small median bar will often have 
more pain and discomfort than one who has 
had resection of a relatively large adenoma. 

So far as the operative technic is concerned, 
we have employed spinal, sacral and gas anes- 
thesia. We find that sixty milligrams of neo- 
caine dissolved in two cubic centimeters of 
spinal fluid is adequate. Patients with an ex- 
tremely weak myocardium are given sacra! 
anesthesia. Nitrous oxide is ideal where the 
obstruction is small and the time required for 
the resection is short. Where the resection re- 
quires considerable time and in an older pa- 
tient without myocardial damage, we prefer 
spinal. Where there is severe myocardial dam- 
age, we use sacral, believing that there is less 
drop in the blood pressure. 

In our series, we have used the McCarthy 
resectoscope and a tube machine with cutting 
current. The majority of resectionists are 
using the Davis-Bovie unit for current pro- 
duction and nearly all are well satisfied with 
its performance. 


A No. 23 urethral catheter is left indwelling 
for three to five days, depending upon wheth- 
er or not there is bleeding. This catheter is 
not irrigated unless such is necessary to re- 
move small clots or particles of tissue. If the 
patient is not able to void freely on the fourth 
or fifth day, the catheter is replaced for forty- 
eight hours. If urination is not free and com- 
plete after that time, the patient is immediate- 
ly returned to the operating table for resec- 
tion of more tissue. A delay of this second re- 
section often proves detrimental. Secondary 
resections are common and especially where 
the operator inadvisedly attempts the resec- 
tion of an unusually large prostate. The only 
objectionable feature of returning the patient 
for a second resection is the repetition of an- 
esthesia and the possible spread of pre-existing 
infection. In our series, we have been forced 
to repeat resection on ten cases the second 
time, and three cases a third time, before all 
residual urine disappeared. We have had no 
difficulty in resecting an adequate amount of 
tissue since adopting the technic of a trained 
assistant keeping one finger in the rectum to 
direct the operator in removing the necessary 
amount. 
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COMPLICATIONS 
The most talked about complication is hem- 


orrhage. This can usually be well controlled 
on the table at the time of operation, but un- 
der spinal anesthesia with a drop in blood 
pressure, one frequently encounters increased 
hemorrhage after the patient is returned to 
his bed and the blood pressure returns to nor- 
mal. If the hemorrhage is at all severe, it is 
our practice to reinsert the panendoscope and 
fulgurate the bleeding point. In most instanc- 
es, the amount of hemorrhage and clotting 
may be well controlled by irrigations using a 
salt solution to which a slight amount of ephed- 
rine has been added. Secondary hemorrhage 
has caused very little concern as we have 
used the tube cutting machine in this series. 
Where massive coagulation has been used, 
various operators have experienced late sec- 
ondary hemorrhage which required the rein- 
sertion of the instrument. As yet, I have not 
been forced to open a bladder suprapubically 
to stop bleeding or evacuate blood clots, al- 
though transfusion has been resorted to twice. 

The mortality in a series of 225 cases is 3.2 
per cent. 


Numerous other complications of impor- 
tance which may arise during the postopera- 
tive period are given in the order of their 


occurrence: 
1. Epididymitis. 
Pyelonephritis. 
Urethral chills. 
Pelvic cellulitis (in one case). 
. Hemiplezia (in one case). 

The technical difficulties of transurethral 
resection are usually mastered during the per- 
formance of the first fifty cases. I have often 
wished that I might repeat the early series, as 
a few of these patients still have urinary in- 
fection, slight amounts of residual urine and, 
in one instance, incontinence. The case of in- 
continence, however, followed the resection of 
a small portion of adenomatous tissue left in 
at the time of a suprapubic prostatectomy. It 
is especially difficult for the beginner to 
visualize and remove an adequate amount of 
tissue from the floor of the prostatic urethra. 
If ke be t'mid in his resection, the patient will 
continue having a certain amount of urinary 
re’‘ention and continued infection. If he be too 
bold, he is apt to go through the prostatic cap- 
sule, producing a pelvic cellulitis or a ure- 
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thral-rectal fistula. Resection of the lateral 
lobes entails the same dangers, but here there 
is usually sufficient tissue that the operator 
would have difficulty in penetrating the pros- 
tatic capsule. One of the most common acci- 
dents throughout the country seems to be rup- 
ture of the bladder wall. Such an accident is 
due to carelessness on the part of the operator 
or his assistant in allowing too much gravity 
to the flow of water into the resectoscope. 

In conclusion, it is fair to say that trans- 
urethral resection of bladder neck obstruction 
plays a very definite part in urological sur- 
gery. It is not applicable to large prostatic tu- 
mors, yet it is fair to say that ninety per cent 
of the hypertrophies may be removed by one 
proficient in the use of the resectoscope. If 
one has not had considerable experience with 
this treatment, he should first limit his resec- 
tions to the smaller adenomata and to median 
lobe hypertrophies. If the patient does not 
void freely following removal of the catheter, 
a repetition of the resection should not be de- 
layed. 

Transurethral resection on properly select- 
ed cases and properly performed may be con- 
sidered a minor surgical procedure. There- 
fore, this method is becoming more popular 
because of the relief given a poor operative 
risk. It will never supplant suprapubic pros- 
tatectomy for those cases showing enormous 
hypertrophy where there are such complica- 
tions as urethral stricture, bladder stone, tu- 
mor, and diverticulum. The percentage of re- 
currence cannot be tabulated at this time be- 
cause a sufficient period has not elapsed since 
this operation became so generally adopted. 
The popularity of this operation during the 
past three years has probably increased be- 
cause of the short period of hospitalization 
requisite to good end results. 


DISCUSSION 

DR. ROBERT F. THOMPSON, ‘Ei Paso, Tex- 
as): Dr. Wear is to be commended for his most 
exhaustive consideration of this interesting sub- 
ject. It is a topic which has caused great discus- 
sion in urological circles in the past few years 
since prostatic resection was made available to 
the profession. One faction is enthusiastic over 
this new procedure and believes that all types 
of prostatic obstruction should be resected, while 
the more conservative group still believe enuclea- 
tion is the procedure of choice in most instances 
with resection being reserved for special cases. 

Our experience with resection has not been as 
great as Dr. Wear’s. He mentions 200 cases. Our 
series is a little less than half that number. 

I agree heartily with everything Dr. Wear said 
in his paper but I am not as enthusiastic over 
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the procedure as he is, possibly, in its applicabil- 
ity to all types of prostatic obstruction. When the 
resectoscope first appeared we started resecting 
all prostatic cases, but later as we studied the 
results and correlated our findings and observa- 
tions, as well as those of our contemporaries, we 
began to get away from resection and return 
more to enucleation. 

I think resection is a boon .to certain kinds of 
cases, namely hopeless cancer case who already 
has metastases and who can be put in comfort 
concerning the urinary stream for the remaining 
short while he has to live, and to the very feeble, 
debilitated patient who could not be safely sub- 
jected to operation; to the median bar cases, and 
to the sclerotic types of obsruction. 


Recently we had an old man 81 years of age 
under our care. He was most feeble with dam- 
aged heart and kidneys. It was not deemed wise 
to subject this patient to any extensive operative 
procedure. In fact, he had been sent home from 
a large clinic who dared not operate on him. We 
decided to do a quick resection in an endeavor to 
relieve his almost complete obstruction. Under 
spinal anesthesia a speedy resection was effected 
on the obstructing portion of the g:ands, limiting 
the time of operation to 30 minutes. The result 
was very gratifying. 

Dr. Wear mentioned the adenomas which con- 
tain encapsulated. abscesses as being potentially 
dangerous for the procedure of transurethral re- 
section. We feel that such cases should be enu- 
cleated. In this way the obstructing prostate and 
the abscesses are removed in toto. We also believe 
that the large adenomas in general are best dealt 
with by enucleation, especially those which have 
intravesical extension to a marked degree. 


We have not been as fortunate as Dr. Wear 
regarding hemorrhage following resection. In two 
instances we have had to open the bladder cn 
account of bleeding. In one case the extensive 
bleeding started nineteen days after resection and 
in the other, a few hours afterward. In both in- 
stances we enucleated the prostate once the cys- 
totomy had been done, and a hemostatic bag 
was inserted. In both cases the bleeding points 
were seen to be at the neck of the bladder from 
whence the resected tissue had been removd. 


Recently we have employed the intravenous in- 
jection of very dilute hydrochloride acid (1-500, 
1-1000) before and after resections in an effort 
to prevent, or reduce to a minimum, troublesome 
bleeding, as advocated by Shropshire of Birming- 
ham. We have only tried this on a few cases 
but from our limited observation this procedure 
appears to have merit. 

Unquestionably, transurethral resection is a 
most valuable addition to the urological armamen- 
tarium. But we are not as enthusiastic over it 
as we were when it first appeared. We believe it 
is the procedure of choice in selected cases, but 
not referable to all types of protastic obstruction; 
that the type of procedure should be fitted to 
the patient after thoroughly studying his indi- 
vidual problem, and that in most instances, ex- 
cepting those enumerated above, enucleation is 
still the method preferable in the majority of 
instances. 

DR. WEAR (closing): I wished to convey one 
thought regarding transurethral resection; it is 
an operation that can be done in nearly every 
instance of prostatic hypertrophy and is, there- 
fore, indicated in the especially poor operative 
risk or those of so advanced age that they prob- 
aby will not live long enough to have a recur- 
rence of bladder neck obstruction. 

Resection should not be done on younger men 
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THE SIGNIFICANCE OF THE 
BLOOD PICTURE IN ACUTE 
SURGICAL INFECTIONS 


A. E. WINSETT, M. D. 
Amarillo, Texas. 


(Read before the New Mexico Medical Society 
at its Fifty-second Annual Session, at Las Vegas, 
N. M., July 19-21, 1934). 


The significance of the blood picture in acuie 
surgical infections is too often not given prop- 
er consideration. Occasionally it is not prop- 
erly interpreted, and again it is given too much 
precedence over the history, clinical symp- 
toms and physical findings. 

One single blood count does not always give 
a great amount of information. A number of 
factors must be taken into consideration; par- 
ticularly the general clinical picture the pa- 
tient presents and the time as regards the 
course of the infection at which the count 
is made. Repeated counts made at intervals 
of several hours, however, give us informa- 
tion which not only aids in the diagnosis, but 
the prognosis as well. 

In considering only acute surgical infections 
we are primarily interested in the blood pic- 
ture presented by the leukocytes which nor- 
mally with an empty stomach vary between 
5000 and 8000 to the cu. mm. of blood. Re- 
garding the nomenclature and classification 
of some of the leukocytes, particularly those 
found in pathologic conditions, there is much 
confusion. I shall try in this discussion to use 
the terms most commonly used in this coun- 
try to describe these cells and shall avoid get- 
ting into the tangled web of conflicting the- 
ories of histogenesis. One should thoroughly 
familiarize himself with the five types of leu- 
kocytes found in normal blood; the lympho- 
cytes, endothelial leukocytes or monocytes, 
basophils, eosinophils and neutrophils, as well 
as the four types of neutrophils (myelocytes, 
juvenile, stabs and segmented nuclears) de- 
scribed by some, which are found in disease. 
Recent studies have shown that there are in- 


with extremely large prostates who have the 
prospect of many years of life. 

Transurethral resection has become popu.arized, 
particularly because of economic reasons, as pa- 
tients leave the hospital in a short time with a 
corresponding low hospital cost. Resection in the 
future will continue to be popular for those 
patients having small bladder neck obstructions 
and for old and debilitated men. 
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dividual variations in the total count as well 
as the differential due to climate, altitude, and 
so forth. One should hesitate to base diagnos- 
tic conclusions unless the normal has pre- 
viously been determined for that individual. 

The lymphocytes are normally found to con- 
stitute from 25 to 33 per cent of all leukocytes, 
though they may be as low as 15 or as high 
as 45 per cent in apparently healthy individ- 
uals; so far as we now know they show no 
variations in acute surgical infections. 

The monocytes, or endothelial leukocytes as 
they are called by some, include the two types 
which have long been known as large mon- 
onuclear and transitional leukocytes. They are 
found normally to constitute from two to six 
per cent of all leukocytes and probably their 
only value in acute surgical infections is in 
the differentiation of typhoid and possibly 
Hodgkin’s disease where they usually show 
a definite increase. 

The basophilic leukocytes, or mast cells, are 
probably of no value whatever in acute surgi- 
cal infections. They normally constitute from 
.25 to .5 per cent of all leukocytes. 

Eosinophilic leukocytes or eosinophils, which 
constitute from one to four per cent of all leu- 
kocytes found in normal blood are of definite 
value which is often overlooked. Early in an 
acute infection eosinophilia should aid in dif- 
ferentiating parasitic conditions as well as 
scarlet fever, but their chief value, as was 
pointed out by Robinett recently, is later in 
acute surgical infections where an eosinophilia 
definitely points to a_ satisfactory conval- 
escence and leads to a good prognosis. 

The neutrophils or polymorphonuclear neu- 
trophilic leukocytes constitute from 60 to 70 
per cent of all leukocytes found in the blood 
of the average healthy individual. An occa- 
sional apparently normal healthy adult may 
have as low as 40 or as high as 80 per cent. 
Children average from about 35 in the first 
year to about 50 per cent in the tenth year. 
Any marked increase in their number always 
produces an increase in the total leukocyte 
count. Pus corpuscles belong almost wholly 
to this variety. 

In acute surgical infections, particularly ap- 
pendicitis, a comparison of the percentage of 
neutrophils with the total count gives more 
information than a consideration of either 
alone. In general, the percentage indicates the 
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severity of the infection, or more correctly, 
the degree of toxic absorption; while the total 
count indicates the patient’s power of resist- 
ance. With a moderate infection and normal 
resisting powers the percentage of neutrophils 
and total count should increase proportionate- 
ly. A high percentage and low total count in- 
dicates a virulent infection or low resisting 
power or both. Gibson has suggested a 
graphic chart to represent this curve which I 
shall presently show, and I believe it would 
be well if it were incorporated in all hospital 
laboratory forms. Its arrangement is purely 
arbitrary, but it will be found very helpful in 
interpreting counts. An ascending line from 
left to right indicates an unfavorable progno- 
sis in proportion as the line approaches the 
vertical. All fatal cases show. a rising line. 
A descending or horizontal line indicates a 
very favorable prognosis. Wilson has devised 
a formula which I shall also show which ex- 
presses the same idea by a numerical index. 
It is as follows: 


IR—(T-10)-(P-70), IR being the INDEX OF 
RESISTANCE, T the total leukocyte count ex- 
pressed in thousands, and P the neutrophil 
percentage. Under normal conditions the in- 
dex would be zero or near it. In the absence 
of an acute infectious disease or blood stream 
infections the neutrophil percentage of 85 or 
more {points to gangrene or pus formation 
somewhere in the body. Exceptions occur 
chiefly in moribund cases, children, typhoid 
and tuberculous infections. 


Arneth’s index of neutrophil classification I 
am going to pass over because of its many 


modifications and criticisms. Von Schilling 
has developed a much simpler classification 
which has become popular in America during 
the past few years. His technic can be applied 
in the course of an ordinary differential count 
by observing four different types of neutro- 
phils, myelocytes, juvenile cells, (metamyelo- 
cytes having many of the characteristics of the 
myelocytes but with the indented or bean- 
shaped nuclei), single lobed neutrophils, 
(called by von Schilling “stab” cells), and 
neutrophils with more than one lobe in the 
nucleus, (called segmented nuclears). A dif- 
ferential count with this classification consti- 
tutes a Schilling hemogram, which I shall 
show with one of the slides. The dividing line 
in the Schilling count falls between the stab 
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cells and the cells with the segmented nuclei. 
in normal blood there are no myelocytes or 
juvenile forms and only 3 to 5 per cent stap 
cells. A shift to the left is seen when the nor- 
mal number increases on the left of the divid- 
ing line. A regenerative shift to the left with 
a high total white count occurs in acute sep- 
tic infections, appendicitis, and so forth. The 
prognosis may be made by repeated counts, 
a continuous and increasing shift to the left 
being unfavorable, while a shift to the right is 
an encouraging sign. There is also a degenera- 
tive shift to the left with a low total white 
count and a classification has been devised by 
Koh] and Sonnenberg which applies to one 
disease only, appendicitis. They count all cells 
on the left of the line in 100 neutrophils and 
classify as follows: 11-25 per cent as first de- 
gree, 25-45 per cent as second degree, and 
45-60 per cent as third degree. These degrees 
supposedly harmonize very well with the 
severity of the case, operative indications, and 
with the prognosis. 





PUBLIC HEALTH NOTES 
J. ROSSLYN EARP, DR. P. H. 


Director New Mexico State Bureau of 
Public Health. 


AN INFECTIOUS MIDWIFE 
Certainly the public and perhaps even the 


profession tend to associate visible dirt with 
invisible pathogens. This results in overem- 
phasis on the danger of visible dirt and lack 
of precaution against the invisible pathogens, 
when they happen to be living in a dirt-free 
human environment. I adduce as evidence the 
story of midwife A told in a recent number 
of The Lancet’. 

Midwife A is a well-trained English mid- 
wife practising with every prescribed precau- 
tion for assuring sterility. Nevertheless, dur- 
ing the last two years she has had to report 
a slight pyrexia during the puerperium in 
several of her cases. Under the careful Brit- 
ish system of supervision, each of these cases 
was investigated, but no technical fault was 
discovered and the midwife was allowed to 
continue in practice. From June to Septem- 
ber, 1933, sepsis among her cases became the 
rule and one of them died therefrom. Since 
September, 1933, she has ceased to work as 
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a midwife. Swabs taken from her throat Sep- 
tember 14 and 29 showed streptococci (non- 
hemolytic), staphylococci, and M. catarrhalis. 
However, she was in ill health and complained 
of recurrent tonsillitis, so was admitted to a 
London Hospital. There a large crypt was 
found in one of her tonsils and in the crypt a 
plentiful supply of pneumococcus type I. In- 
cidentally, the child next to her in the hospi- 
tal ward developed pneumonia. Sixteen pa- 
tients in the same ward developed sore 
throats. Midwife A is still debarred from 
practice, even after tonsillectomy she still has 
pneumococci in her throat. 


The source of infection is not always a mid- 
wife. It can just as easily be a nurse, or even 
a doctor—even it may be a doctor gowned and 
gloved. For who has not observed the com- 
pletely sterile surgeon holding his sterile hands 
away from the danger of passing skirts and in 
the direct line of fire of his own breath? 


And one wonders, if it takes two years to 
catch the offending germ in the throat of a 
supervised midwife whose every case of puer- 
peral pyrexia is investigated by her super- 
visor, how much longer might it take to catch 


the offending germ in the throat of a doctor 
whose suspicions are directed against the vis- 
ible dirt in the home far more readily than 
against a hypothetical crypt in his own ton- 
sils? 


DR. CLARKE’S REPORT 

Doctor Clarke’s report on Syphilis in New Mex- 
ico’ will probably be published before these notes. 
It is also probable that the publishers, the New 
Mexico Tuberculosis Association, will present a 
copy to each doctor in the state. Nevertheless I 
= to reprint here one table from the re- 
port: 

Per 1,000 Population 

Cases of syphilis reported in one year, 1933, 

to the State Bureau of Public Health 
Annual incidence of syphilis based on a 

census of newly treated cases, Nov. 1933 
Cases of syphilis reported in the census as 

under treatment on Dec. 1, 1933 (See 

Chap. II.) 
Actual frequency of syphilis as shown by 

5,237 blood tests Dec., 1933 

This little table contains so much informa- 


tion and gives one so furiously to think, as 
the French would say, that it needs no com- 
ment from me. 


REFERENCES 
1. Collins, F. G.: The midwife as a carrier of 
infection, The Lancet 2:718 (Sept. 29), 1934. 
2. Clarke, Walter: Syphilis in New Mexico. The 
New Mexico Tuberculosis Association, 1934. 
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With this meeting the Association can truly 
be said to have “come of age.” In the surge of 
new enthusiasm and new purpose evident in 
every activity, in heavy increase in membership, in 
new vision and new plans started, in the largest at- 
tendance ever recorded, with one possible excep- 
tion, the Association gave every evidence of having 
left behind its period of development and of set- 
ting forth earnestly to attain its goals. 

The opening meeting is always a critical one, 
with the confusion of registration, with friends 
greeting each other, with late arrivals getting 
settled, is always a matter of concern to the 
officers whether they will have an audience 
for the first speakers. It was even more than 
usually critical this year, because the opening 
session was an important one, with three of 
the important addresses of the conference on the 
program for the forenoon. So it was an auspi- 
cious beginning when the first General Session 
was called to order by Dr. W. A. Gekler (Albu- 
querque), president, at 10:10 a. m., and an at- 
tentive audience of more than fifty, quickly in- 
creasing to about seventy-five, had gathered to 
hear the symposium on Medical Economics. An 
audience of fifty to hear the opening address 
was unprecedented. 


Dr. Gekler first presented a telegram from Dr. 
R. G. Leland, Director of the Bureau of the 
American Medical Association, stating that the 
pressure of work following the meetings of the 
Committee on Economic Security in Washington, 
prevented his coming to El Paso, to give sched- 
uled address. 


Dr. Gekler then delivered the President’s Ad- 
dress on ‘Medical Economics.” The theme of this 
address was a plea for the medical profession to 
keep control of its own affairs, govern its own 
practices, and make its own rules. A novel pro- 
posal was the formation of a “State of Medicine” 
as the forty-ninth state. Dr. Gekler called at- 
tention to the fact that the Constitution of the 
United States does not provide that states must 
necessarily be geographical limits, but they could 
also be vocational or occupational. Only when 
the medical profession has power to govern itself 
in all its aspects can we cope with irregular prac- 
tices and have fuil control over medical practice. 

Dr. Holman Taylor, Secretary of the State 
Medical Association of Texas, Fort Worth, fol- 
lowed with his address on “Special Phases of 
Medical Economics.” Dr. Taylor discussed, at 
some length, the development of the medical 
“Guild” and the possibilities of again attaining 
to such a degree of organization. He stated that 
the Medical Guild was but another name for 
Dr. Gekler’s “State of Medicine.” Dr. Taylor’s 
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paper presented many problems and discussed 
possible solutions. 

In the general discussion, Dr. J. J. Gorman, 
President-Elect, took the chair. He expressed 
the appreciation of the Program Committee (of 
which he was chairman) to Dr. Taylor for com- 
ing and helping in this symposium. In preparing 
the program, Dr. Gekler had requested a session 
on medical economics, and the interest shown 
had abundantly justified this. He called on three 
men to open the discussion: Dr. F. P. Miller, 
formerly president of the State Medical Associa- 
tion of Texas, Dr. W. W. Watkins, Secretary of 
the Medical & Surgical Association, and Dr. 
Spear, a visiting physician who had practised in 
Berlin from 1924 to 1935. Dr. Spear gave an 
interesting account of his experience under the 
German system. Dr. A. K. Duncan of Douglas 
continued the discussion, which was then closed 
by Dr. Gekler and Dr. Taylor. 

At luncheon, groups gathered in four rooms in 
the El Paso Club, on the tenth floor of the 
hotel, for round table discussions. Room No. l, 
Dr. John de J. Pemberton, of the Mayo Clinic, 
spoke and conducted a conference of Hyperpara- 
thyroidism. In Room No. 2, Dr. J. H. Musser of 
New Orleans, spoke on Mechanism of Jaundice. 
In Room No. 3, Dr. J. R. Caulk, of St. Louis, 
spoke on “The Ureter.” In Room No .4, Dr. Geo. 
Piness, of Los Angeles, conducted on The Allergic 
Nose and Throat as Encountered by the Oto- 
Laryngologist and Internist. 

The General Session reconvened at 2:20 p. m., 
with Dr. Gekler presiding. Dr. J. H. Musser, of 
New Orleans, was introduced and gave his paper 
on “Borderline Medical and Surgical Conditions.” 

Dr. John R. Caulk, of St. Louis, spoke on 
“Transurethral Surgery;” for lack of time his 
moving pictures had to be deferred to another 
period. 

The paper of Dr. George Goodrich, of Phoenix, 
on “Diagnosis and Treatment of Early Cholecystic 
Disease,” was read by Dr. Robt. Flinn, of Phoe- 
nix, in the unavoidable absence of Dr. Goodrich. 
This paper was discussed briefly by Maj. H. C. 
Dooling, Director of the Medical Service, Beau- 
mont Hospital, with Dr. Flinn closing. 

A business meeting of the Association, provided 
for in the program, was called to order at this 
time. The secretary stated that the Committee 
on Reorganizaion appointed by resolution at the 
1933 meeting, was submitting a revised Constitu- 
tion and By-Laws. The Constitution could not 
be acted upon at this meeting, but the By-Laws 
could. Copies of these had been sent to every 
member two weeks prior to this meeting, and if 
these had been read by the members it was 
possible they could now vote upon them without 
discussion, so that important committees therein 
provided might be appointed. In order to ob- 
viate discussion at this time, the secretary moved 
that the By-Laws as submitted be adopted, with 
the understanding that a special committee be 
appointed to review these and submit a final re- 
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port on them, as well as on the Constitution, at 
the final session on Saturday, Nov. 24th. If no 
important changes in the By-Laws were recom- 
mended by this committee, they would stand; if 
changes were recommended these could be con- 
sidered and adopted or rejected. This motion 
was sconded and carried and the chair announced 
the following committee to report on the Consti- 
tution and By-Laws: 


Dr. D. M. Davis, President-Elect, chairman; 
Drs. Rheinheimer and Egbert from El Paso, Van 
Atta from Albuquerque and R. D. Kennedy from 
Arizona. 


The Committee on Necrology was found to be 
unnecessary this year, as no member of the As- 
sociation had died since the last annual meeting. 

Committee on Resolutions was named: Drs. 
Gekler (chairman), J. W. Laws (El Paso) and 
A. K. Duncan (Douglas). 

Committee on Nominations was named: Drs. 
R. B. Homan, Sr., (chairman), J. W. Morris, (Saf- 
ford) and Mendelson (Albuquerque). 

The important committees on Program and 
Membership were left for the new Executive 
Committee to appoint. 

After adjournment, members and guests were 
taken to a barbecue social gathering at the polo 
grounds owned by Drs. Goodwin and Multhauf, 
located in the Lower Valley. The barbecue dinner, 
with cowboy orchestra furnishing music about the 
campfire was very enjoyable; later the group 
went to amusement places on both sides of the 
border for dancing and other festivities of their 
choice. 

On Friday morning, at eight o’clock, Dr. J. H. 
Musser held a clinic on syphilitic heart disease in 
the Crystal Ball Room, using patients furnished 
by members of the El Paso County Society. Sev- 
eral of these were discussed in detail. 

Dr. J. R. Caulk, at the same hour, in the Tea 
Room, showed moving pictures of transurethral 
surgery and held clinic on Urology. 

Dr. H. L. Baum, of Denver, at nine o’clock, 
held clinic in the Crystal Room, on Plastic Sur- 
gery, using lantern s.ides, moving pictures and 
diagrams on black-board. 


Dr. George Piness, at same hour, in the Tea 
Room, held a clinical discussion on Allergic Con- 
ditions in Children, using case histories furnished 
by members of the El Paso County Society. 

The General Session was called to order at 
10:30 by Dr. Gekler, and Dr. George Piness, of 
Los Angeles, gave address on “The Problems in 
Gastro-Intestinal Allergy,’ talking from notes. 

Dr. John de J. Pemberton, of The Mayo Clinic, 
also talked from notes and slides on “Advances 
in the Diagnosis and Treatment of the Thyroid 
Gland.” 

Dr. R. W. Mendelson, of Albuquerque, discussed 
“Amebiasis,” using original drawings in lantern 
sIndes. 

At the luncheon period, round table discussions 
were again held. Dr. John de J. Pemberton com- 
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pleted his discussion on the Thyroid, which had 
been cut short by lack of time in the forenoon 
session; he discussed x-ray and medical measures 
in treatment, offering little encouragement to 
those who advocate either. Dr. J. H. Musser again 
conducted the medical discussion, Dr. John R. 
Caulk the discussion on Urology and Dr. H. L. 
Baum the conference on Oto-Laryngology. 

The afternoon session was called to order at 
2:15, by Dr. Gekler. The first paper was by Dr. 
J. W. Hannett, of Albuquerque, on “Postoperative 
Intestinal Obstruction.” Discussion was given by 
Major G. V. Emerson, Director of the Surgical 
Service at Beaumont Hospital. 

Dr. Dudley Smith, of San Francisco, then gave 
paper on “Cancer of the Rectum and Recto- 
Sigmoid,” showing lantern slide illustrations. 

Dr. Harry Leigh, of El Paso, read paper on 
“Variations of Functional and Mineral Metabol- 
ism in Pregnancy and the Clinical Importance to 
Obstetrical Management.” 

Following the adjournment of the Scientific 
Session, many of the members and guests enjoyed 
the hospitality of the Homan Sanatorium, where 
open house was held beginning at 4:45 p. m. 

In the evening, the Annual Banquet and Dance 
was held in the Hotel Hussmann. About 200 
members, guests and their ladies enjoyed this 
occasion, presided over by Dr. S. A. Schuster, as 
toastmaster. Following the dinner, toasts were 
responded to by Drs. J. H. Musser of New Or- 
leans, George Piness of Los Angeles, H. L. Baum 
of Denver, Dudley Smith of San Francisco, John 
de J. Pemberton of Rochester, E. W. Rheinheimer, 
for the El Paso County Medical Society and Mrs. 
Ralph Homan for the El Paso Woman’s Auxil- 
iary, Drs. W. A. Gekler and David M. Davis for 
the Association. Floor was then cleared for danc- 
ing which engaged the attention into the morning 
hours. 

At the Saturday morning session, three clin- 
ical discussions were given beginning at eight 
o’clock. Dr. J. H. Musser discussed Splenomegaly; 
Dr. John de J. Pemberton discussed Diseases of 
the Spleen amenable to surgery, and Dr. Dudley 
Smith discussed Diagnosis and Treatment of Com- 
mon Rectal Disorders. 

The General Session convened at 10:35 a. m., 
with Dr. Gekler in the chair. The first paper 
was by Dr. Leslie M. Smith, of El Paso, on Lym- 
phopathia Venerea,” illustrated by lantern slides. 
This was discussed by Major Harold V. Raycroft, 
Director of Urological Service at Beaumont Hos- 
pital, by Dr. R. W. Mendelson of Albuquerque, 
and by Dr. Dudley Smith who discussed the rectal 
syndrome of this condition. , 

Dr. H. L. Baum, of Denver, talked on “Laryngo- 
Tracheo-Bronchitis;” members of the Association 
interested in this subject can secure reprints from 
Dr. Baum covering the material given in this 
tatk. 

The closing paper of this session was by Dr. 
Fred R. Harper, of Tucson, on “The Development 
and Healing of Peptic Ulcers,” giving results of 
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perimental work on dogs. This paper was dis- 
cussed by Major James M. Williams, Director of 
Radiological Service at Beaumont Hospital and 
Dr. F. D. Garrett of El Paso, with Dr. Harper 
c:osing. 

Scientific sessions were adjourned, with closing 
business meeting called for 2 p. m. 

Following the luncheon in the El Paso Club, 
the general business meeting was called to order 
by Dr. W. A. Gekler. The incoming president Dr. 
David M. Davis, of Phoenix, was introduced and 
delivered a brief address on “The Relation Be- 
tween Contracture of the Vesical Orifice and 
Chronic Infections of the Prostate and Bladder,” 
showing lantern slides. 

The Report of the Secretary-Treasurer was call- 
ed for and given as follows: 


“The matter of chief interest in the Secretary’s 
report is that for the first time in three years we 
can report an uptrend in our membership, as the 
result of our membership campaign plus the in- 
terest aroused by the excellent meeting provided 
this year by the Program Committee. We have 
to report through the Board of Censors, about 
seventy new applicants for membership. Our mem- 
bership roll at this writing stands: 

Paid up members, 141. De-inquent members, 98. 
of whom 21 are delinquent for 1934 only. New ap- 
plicants, 70; members for endorsement, 9. Total 
316. 

It is hoped that under the new p-an and 
program of the Association all, or practically all, 
of the 98 delinquent members will be conserved. 
The Committee on Re-organization will recom- 
mend that all dues except those for 1934 be re- 
mitted, and dues collected from these delinquent 
members for 1934 and 1935. Among the new ap- 
plicants are ten from Old Mexico. Pending the 
adoption of the new Constitution next year, the 
Association has voted that we authorize the 
Board of Censors to accept for “Affiliate Member- 
ship” applicants who can otherwise qualify but 
who are not members of some county or state 
society; there are several of these. 

Recent developments in securing new applicants 
are significant in showing that this can be done 
and there seems no good reason why our mem- 
bership should not reach 500 within the next 
two years. ‘ 

With regard to finances; when the dues were 
dropped to $3.00 for 1934 and only 140 members 
paid up—making a total of $420.00 in dues for 
the year, we were immediately bankrupt. When 
$2.00 per member is to be paid to Southwestern 
Medicine, and with clerical exxpense of $150.00 
for the year, these two items alone were greater 
by $10.00 than our total income for the year from 
dues. When stationery, programs, printing, heavy 
postage on our membership campaign and other 
such items are added, we have an expense well 
above $500.00. As the result, Southwestern Medi- 
cine has done again what has been done for 
several years,—turned back to the Association the 
dues which were paid. As a matter of fact, the 
Association has contributed nothing this year to 
Southwestern Medicine, and has had a portion 
of its expense borne out of the funds of that 
journal. 

This situation we hope will be altered next 
year, and it is proposed that our Publication 
Committee will make a lump sum payment to the 
journal for acting as the official journal of the 
Association and publishing its proceedings. This 
will do away with the criticism which has been 
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offered that members of the other three constitu- 
ent organizations pay a double subscription to 
the journal when they join this Association. That 
was true only on paper, but even that appearance 
will be done away with in the future, if the 
arrangements to be proposed by the Publication 
Committee are adopted. 

The secretary wishes to present for official 
endorsement, nine names of applicants who have 
already paid dues for 1934, and who have been 
given the privileges of members: 

Dr. Robt. S. Flinn, Phoenix, Ariz. 

Dr. J. W. Hannett, Albuquerque, N. M. 

Dr. R. W. Mendelson, Albuquerque, N. M. 

Dr. F. R. Harper, Tucson, Ariz. 

Dr. J. Rossyln Earp, Santa Fe, N. M. 

Dr. R. A. Wilson, Tucson, Ariz. 

Dr. Juan E. Urriolgoitia, Nogales, Sonora, Mex. 

Dr. H. B. Steward, Coolidge, Ariz. 

Dr. G. B. Steward, Florence, Ariz. 

Upon motion, seconded and carried unanimous- 
ly, these applicants were confirmed as active 
members of the Association. 

Upon motion, seconded and carried, the report 
of the secretary-treasurer was approved. 

The report of the Board of Censors on new ap- 
plications was presented by Dr. W. R. Jamieson. 
He first presented the applications of the follow- 
ing doctors who reside in the Southwest, but who 
are not members of a county or state organiza- 
tion, calling for any objections to these that any 
member might voice. These were presented under 
the provisions of the resolution for a temporary 
Affiliate Membership pending action on _ the 
Constitution—such to become active members 
automatically should the new revised Constitution 
be adopted. 

L. C. Alston (col.), residing in Mesa, Ariz. 

I. B. Ballenger, Albuquerque, N. M. 

Joseph Balz, Sacaton, Ariz., (U.S. Ind. Service). 

Carroll C. Creighton, Flagstaff, Ariz. 

Sadakagu Furugachi, El Paso, Tex. 

K. M. Gilbert, Chandler, Ariz. 

B. L. Johns, Fort Bayard, N. M. 

G. H. LaBerge, Payson, Ariz. 

L. P. Lufty, Clemenceau, Ariz. 

R. V. Parlett, Sacaton, Ariz. U.S. Ind. Service). 

H A. Patterson, Fort Stanton, N. M. 

Hugh A. Rasmussen, Komatke, Ariz. (U. S. Ind. 

Service). 

J. E. Shearer, Whipple, Ariz. (Vet. Adm.) 

Joseph D. Vertin, Tucson, Ariz. (CCC). 

L. Cody Marsh, Tucson, Ariz. 

Fred Loe, Phoenix, Ariz. (U.S. Ind. Service). 

Reed D. Shupe, Phoenix, Ariz. 

F. A. Kennedy, San Carlos, Ariz. (U. S. Ind. 

Service). 

Carl Sugar, Phoenix, Ariz. (State Hosp). 

Kenneth A. Herbst, McNary, Ariz. 

Upon motion, seconded and carried it was voted 
that the application of Dr. L. C. Alston of Mesa 
be not accepted. 

There was some discussion regarding the appli- 
cation of Dr. Sadakagu Furugachi, but Dr. Jamie- 
son said the Board of Censors knew of no reason 
for not including him in the group. 

Motion was then made, seconded and carried 
that these 19 applicants be accepted for the Af- 
filate Membership, pending action on the Consti- 
tution. (Note: Should any of them perfect af- 
fiiiation with a county society during the coming 





~ 
n 


es ge tet Sel Bete Om, Od Od Gas 


DECEMBER, 1934 


year, that would automatically advance them to 
active membership). 

The Board of Censors then reported that they 
had reviewed the following applications and were 
recommending them for active membership on the 
pasis of their county and state society affiliation 
as credentials: 

J. J. P. Armstrong, Dougias, Ariz. 

F. W. Butler, Safford, Ariz. 

M. H. Chavira, Madera, Chih., Mexico. 

A. K. Duncan, Douglas, Ariz. 

L. O. Dutton, El Paso, Texas. 

Loren F. Elliott, Albuquerque, N. M. 

Luis Raul Fiores, Chihuahua, Chih. 

Guy C. French, Phoenix, Ariz. 

C. H. Gellenthein, Valmora, N. M. 

Juan S. Gonzales, Nogales, Ariz. 

J. W. Gothard, Holbrook, Ariz. 

A. L. Gustetter, Nogales, Ariz. 

Jack R. Hild, Douglas, Ariz. 

Donald F. Hill, Tucson, Ariz. 

Raymond P. Hughes, Anthony, N. M. 

G. B. Irvine, Tempe, Ariz. 

B. A. Johnson, Santa Rita, N. M. 

J. C. Keeley, Parral, Chihuahua, Mex. 

M. L. Kent, Mesa, Ariz. 

Leslie R. Kober, Phoenix, Ariz. 

Chas. H. Laugharn, Clifton, Ariz. 

J. P. MeNally, Prescott, Ariz. 

James R. Moore, Phoenix, Ariz. 

Luciano Morales, Camargo, Chihuahua, Mex. 

E. M. Morgenstern, Mexico City, D. F. 

O. I. Nesbit, Espanola, N. M. 

F. W. Parrish, Bowie, Ariz. 

C. D. Pastor, C. Obregon, Sonora, Mex. 

J. W. Pennington, Phoenix, Ariz. 

Jose de la Fuente Riveroll, Hermosillo, Sonora, 

Mexico. 

Mayo Robb, Phoenix, Ariz. 

Leopoldo Sanchez de Cima, Mazatlan, Sin., Mex. 

W. F. Schoffman, Phoenix, Ariz. 

Eugene P. Simms, Alamogordo, N. M. 

Robt. M. Stump, Winslow, Ariz. 

Geo. C. Truman, Mesa, Ariz. 

W. P. Tucker, Ray, Ariz. 

Carroll L. Womack, Artesia, N. M. 

Geo. C. Rubel, Buckeye, Ariz. 

Ignacio Alcaraz, Los Mochis, Son., Mex. 

Nicolo VY. Alessi, Douglas, Ariz. 

Robt. Ferguson, Bisbee, Ariz. 

Robt. K. Hilton, Clemenceau, Ariz. 

Edw. Hoehn, Phoenix, Ariz. 

Chas. H. Hunt, Bisbee, Ariz. 

Carl E. Jumper, El Paso, Tex. 

Vivian Tappan, Tucson, Ariz. 

O. E. Brown, Tucumcari, N. M. 


Upon motion, duly seconded and carried unai- 
mously, these 48 applicants were voted into active 
membership. 


The secretary then asked the sanction of the 
Association upon any additional applicants which 
may be approved by the Board of Censors, in or- 
der to facilitate the membership campaign and 
to entitle them to 1935 membership. 

Upon motion, duly seconded and carried unani- 


mously, the Board of Censors was authorized to 
certify as active or affiliate members any appli- 
cants whose applications are secured by the Mem- 
bership Committee and presented to them, and 
whose credentials they find to be satisfactory. 
This to apply only to 1935 memberships. 

Motion was made by Dr. R. F. Palmer that the 
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efforts put forth and the results obtained in se- 
curing these new members be given the cordial 
thanks of the Association. Motion was carried. 


Report of the special committee on re-organiza- 
tion gave their report on the proposed new Con- 
stitution and By-Laws. Since no action could be 
taken on the Constitution at this time, and since 
copies of the propesed revisions have been sent 
by mail to all members, we will call attention only 
to certain changes from the copy mailed out. 

A change in name to “Southwestern Medical 
Association” is proposed. 

Proposal for three classes of members: Active 
to include any reputable practitioners in the 
southwest, whose credentials are approved by the 
Board of Censors. (This does away with the pres- 
ent requisite that members must show prior mem- 
bership in a county society or state association). 
Associate, for practitioners residing outside of the 
Southwest district; honorary for those whom the 
Association wishes to honor. 


Under officers, change to first and second vice 
presidents. 


Under meetings, change December 31 to Feb. 
28. Add the sentence,—“The place of the Annual 
meeting shall be at El Paso, with the provision 
that should some other city of the southwest 
request to have the annual meeting held there, 
the Association may vote to hold the meeting of 
that year in such city.” 

These represent the important changes in the 
Constitution, and due notice of them will be sent 
out prior to the 1935 annual meeting, at which 
time they will be voted on. 


The By-Laws have already been adopted, sub- 
ject to such changes as may be suggested by the 
Committee. 


A change in wording of Section 3, Article I, so 
that the last sentence will read, “In the event of 
illness, death or absence of the president, the 
first vice president shali serve, and in the failure 
or inability of the first vice president to serve, 
the second vice president shall assume the office 
and duties.” 

In Section 5, Article I the last sentence 
changed to read, “They shall report their recom- 
mendations regarding such applicants to the first 
business nession of the Association at the annual 
meeting.” 

Under Section 5, Article II, referring to the 
report of the Committee on Nominations, the last 
sentence to read, “This report shall be made at 
the business meeting on the second day of the 
annual session,” and so forth. 

Under Section 1, Article II, the sentence refer- 
ring to the report of the Board of Censors to 
read, “Such applications shall be transmitted to 
the Board of Censors, who shall investigate and 
report their recommendations to the first business 
meeting of the Association” and so forth. 

Motion was made, seconded and carried that 
the By-Laws, as amended, be adopted. (Constitu- 
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tion and By-Laws are printed elsewhere in this 
issue). 


Report of the Committee on Resolutions was 
called for and presented by Dr. W. A. Gekler, 
chairman, as follows: 


Whereas, the present session of the Medical & 
Surgical Association of the Southwest has been 
one of the best in its history; be it resolved that 
the Association extend an expression of its grati- 
tude to the Program Committee, and especially 
its chairman, Dr. J. J. Gorman, for the excellence 
of our program which is, in large measure, re- 
sponsible for the success of this meeting. 


Resolution voted approved. 

Whereas, the members ,their wives, visitors and 
guests from other localities have been accorded 
most generous hospitality by the members of the 
El Paso County Medical Society, be it resolved 
that an expression of thanks and appreciation by 
the Association be officially extended to the El 
Paso County Society. 

Resolution voted approved. 

BE IT RESOLVED, that the secretary express 
to the management of the Hotel Hussmann our 
appreciation for the many courtesies extended our 
Association and guests. 

BE IT RESOLVED, that the cordial thanks of 
the Association be extended to the Woman’s 
Auxiliary of the El Paso County Medical Society 
for their contribution to the entertainment of 
the doctors and their wives. 

BE IT RESOLVED, hat the Association express 
its appreciation to the daily newspapers for their 
fair, accurate and full reports of our activities. 

These resolutions were heartily and unanimous- 
ly approved. 

WHERAS, movements are now on foot to es- 
tablish permanent nation-wide health or sickness 
insurance, in an effort to adjust medical prac- 
tice and service in such a manner that those who 
are now unable to pay for such service may re- 
ceive it. 

And, whereas, all such schemes now in opera- 
tion in other countries have had the effect of 
lowering the standard of treatment received by 
the beneficiaries, as well as working hardship on 
the physicians involved, and thereby hindering the 
progress or advancement of scientific medicine; 

And, whereas, all these schemes represent an 
adjustment to an economy of poverty, while our 
problem in America is an adjustment to an ac- 
tual or potential economy of abundance, the es- 
tablishment of yet another poverty-born device 
will simply serve to hinder rather than facilitate 
our adjustment and can have no logical justifi- 
cation. 

BE IT RESOLVED, therefore, that the Medi- 
cal & Surgical Association of the Southwest, in 
annual convention assembled, go on record as 
being in full accord with the stand taken by 
the American Medical Association in opposing the 
establishment of national health or sickness in- 
surance. We recommend that the Government 
pass the problem of medical relief arising out of 
the present depression to the organized medical 
profession for solution, together with such legal 
powers and authority as may be necessary. This 
wil enable us to function in accord with the 
principles laid down in the resolution adopted by 
the House of Delegates of the American Medical 
Association, at the 1934 session, held in Cleve- 
land, Ohio. 

These in brief demand preservation of the tra- 
ditional confidential relationship between the pa- 
tient and physician; prevention of intrusion by 
any third party between the patient and the 
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physician of his choice; and guarantee competent 
service by a legally qualified practitioner.” 

No discussion over this reso.ution developed, 
and upon motion, duly seconded, they were passed 
unanimously. 

Report of the Committee on Nominations was 
called for, and presented by Dr. R. B. Homan, Sr., 
chairman. 

“The Committee on Nominations, after care- 
fully considering the needs of the Association and 
the qualifications demanded by the offices, report 
our recommendations as follows: 

For President-Elect, Dr. J. J. Gorman, of El 
Paso, Texas. 

For First Vice-President,—Dr. 
hamer, of Superior, Ariz. 

For Second Vice-president—Dr. J. G. Moir, of 
Deming, N. M. 

For Secretary-Treasurer,—Dr. W. Warner Wat- 
kins, Phoenix, Ariz. 

Motion was made that nominations close and 
the unanimous vote of the Association be cast 
for these nominees. This was seconded and 
carried unanimously. The nominees were declared 
elected to their respective offices. 

Motion was made that the fo.lowing eminent 
practitioners be elected to Honorary Membership 
in the Association: 

Dr. J. R. Caulk, St. Louis. 

Dr. J. H. Musser, New Orleans 

Dr. H. L. Baum, Denver. 

Dr. John de J. Pemberton, Rochester, Minn. 

Dr. Holman Taylor, Fort Worth, Texas. 

Dr. Geo. Piness, Los Angeles, Calif. 

Motion was approved and carried unanimously. 

Attention was called to the fact that while the 
revised Constitution stipulates that El Paso shall 
be regular meeting place of the Association, un- 
less changed for good reasons to some other city, 
this provision has not yet been adopted, so the 
place of meeting for 1935 should be decided. 

After some discussion, chiefly about the expense 
of the meeting, attention was called to the pro- 
vision in the newly adopted By-Laws, authoriz- 
ing the Executive Committee to work out satis- 
factory plans for financing the annual meeting. 

Motion was then made, seconded and carried, 
that the 1935 meeting be held in El Paso, time 
to be set by the joint action of the Program and 
Executive Committees. 

Ajournment sine die. 

The entertdinment of the visiting ladies was in 
charge of the Woman’s Auxiliary, with Mrs. 
Ralph Homan, chairman. In addition to their 
participation in the social gatherings at the bar- 
becue, the Open House at Homan Sanatorium, the 
Dinner Dance, a special luncheon was served at 
the Hotel Hussmann on Thursday, and during 
the day, on Friday and Saturday, “As You Like 
It” groups were entertained on automobile trips, 
shopping, golf and in private homes. 

The Scientific Exhibits, under the able initiative 
and management of Dr. L. O. Dutton, were a 
special feature of this meeting. From the teach- 


C. R. Swack- 
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ing departments of many institutions special ex- 
hibits were obtained, and those filled a large 
part of the mezzanine floor of the hotel. The 
following is a brief description of the most im- 
portant exhibits shown: 
RADIOGRAPHS OF UNUSUAL CONDITIONS 
(Drs. Cathcart, Mason & Dutton. El Paso. Texas) 
Radiographs showing: Multiple Myeloma: Non- 
suppurative Osteomyelitis; Horse-Shoe Kidney; Ab- 
sence of Epiphyseal growth; Calcification of Thy- 
roid; Heart Conditions and Bone Tumors. 
COCCIDIOIDAL GRANULOMA 
(Leslie M. Smith, El Paso, Texas) 
Photographs of the different clinical types of 
cutaneous Coccidioidal Granuloma. 
Photomicrographs demonstrating the histolog- 
ical differences between the superficial and deep 
type of involvement. 
Photographs and photomicrographs of cultures 
were also shown. 
SECTION EXHIBITS 
PRACTICE OF MEDICINE 
Therapeutic Effects of Intramuscular Injections 
ef Liver Extract: William P. Murphy, Peter Bent 
Brigham Hospital, Boston. This exhibit consisted 
of a group of charts showing the effects of intra- 
muscular injections of a solution of liver extract 
in the treatment of pernicious anemia. 
SURGZIRY, GENERAL AND ABDOMINAL 
Arteriography with Thorium Dioxide Solution 
(Stabilized) in Peripheral Vascular Diseases: J. 
Ross Veal and Urvan Maes, Dept. of Surgery, 
Louisiana State University Medical Center, New 
Orleans. Exhibit consisted of a number of arterio- 
graphs demonstrating various peripheral circula- 
tory diseases, such as angiospasm, gangrene of 
various types, Buerger’s disease, extravascular tu- 
mors and varicose veins. 
PEDIATRICS 
Study in Infant Stools: Frank vander Bogert, 
Department of Pediatrics, Ellis Hospital, Schenec- 
tady, N. Y. A collection of mounted p_asticine 
models of infant stools from actual normal and 
abormal specimens, showing the effects of vari- 
ous types of feeding and of changes in the constit- 
uents of the formulas, was exhibited. 
PATHOLOGY AND PHYSIOLOGY 
Sickle-Cell Anemia: L. W. Diggs, Department of 
Clinical Patho!ogy, University of Tennessee. Path- 
ological Institute, Memphis, Tenn. This exhibit 
consisted of two parts: (1) a series of photo- 
graphs, photomicrographs, and drawings, show- 
the appearance of patients with sickle-cell anemia, 
the leg ulcers, the blood picture, the pathological 
changes and the roentgen observations; (2) print- 
ed material giving a word picture of the disease 
under etiolozy, incidence, history, physical ex- 
amination, laboratory observations, patho ogy, 
prognosis and treatment. 
Ovarian Tumors: Alan B. Moritz, Department 
of Pathology, Western Reserve University, Cleve- 
land. Exhibit of a series of translucent photo- 
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graphs showing gross and microscopic structures 
of tumors of the ovary. 


Typical Forms of Tuberculous Pulmonary Dis- 
ease: Herbert S. Reichle, Howard T. Karsner, and 
Thomas T. Frost, Institute of Pathology, Western 
Reserve University School of Medicine, Cleveland. 
Exhibits of transilluminated photographs of cor- 
onal sections of the lungs fixed in situ, illus- 
trating pathogenesis of tuberculous infection and 
demonstrating morphologic bases of the more 
common types of tuberculous pulmonary disease. 


DERMATOLOGY AND SYPHILOLOGY 
Observations on Light Sensitive Dermatoses: 
Nelson Paul Anderson and Samuel Ayres, Jr., Los 
Angeles, Cal. An exhibit consisting of a series of 
photographs showing various skin conditions in- 
fluenced by light sensitivity. 


PREVENTIVE AND INDUSTRIAL MEDICINE AND 
PUBLIC HEALTH 


Progress in Public Health Since 1900: Louis I. 
Dublin, Metropolitan Life Insurance Company, 
New York. Exhibit of charts showing past and 
present public health problems; the fight against 
disease; the gains in chances of survival. 


ORTHOPEDIC SURGERY 


Injuries to the Vertebrae and Intervertebral 
Disks Following Lumbar Puncture: Charles N. 
Pease, Children’s Memorial Hospital, Chicago. 
Exhibit of sketches showing the intervertebral disk 
and vertebrae, normal and when spine is flexed 
showing increasing intradisk pressure and hernia- 
tion into neural canal; roentgenograms of actual 
cases; accompanying photomicrographs. 


GASTRO ENTFROLOGY AND PROCTOLOGY 


Stomach Lavage Microscopy as a Diagnostic 
Aid in Billiary Tract Disease: Henry A. Rafsky 
from the Max Einhorn Gastro-Entero ogical Clin- 
ic, Lenox Hill Hospital, New York. Exhibit of a 
study of a group of patients with and without 
biliary tract disease. 

AMEBIASIS 

Amebiasis: Army Medical Museum, United 
States Army, Washington, D. C. Exhibit of 
photographs and photomicrographs showing End- 
amoeba histolytica compared with other amebae; 
pictures showing histologic and pathologic phases 
of. amebic dysentery compared with bacillary 
dysentery. 


The Diagnosis of Amebiasis by the Proctosig- 
moidoscopic Mehod: Manfred Kraemer and 
Maurice Asher, Newark, N. J. Exhibit of charts 
and drawings showing method of making proc- 
tosigmoidoscopic examination; appearance of mu- 
cous membrane, showing area from which smear 
is made; sigmoidoscopic appearance of bowel in 
diarrhea that might be confused with amebiasis. 
Demonstration of warm stage examination of 
smear on a simple, cheap, rapidly constructed 
warm stage. 
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List of Physicians Attending Southwestern Medical Meeting: 


Alessi, N. V., Douglas, Arizona Miller, F. P., El Paso 

Alexander, M. L., Canutillo, Texas Morris, J. W., Safford, Ariz. 

Awe, Chester, El Paso Multhauf, A. W., El Paso 

Armistead, E. K., El Paso Morrison, J. E., El Paso 

Armistead, S. D., El Paso Murray, Mildred, El Paso 

Baum, H. L., Denver, Colorado Murphy, J. L., El Paso 

Barrett, F. O., El Paso Mendelson, R. W. Albuquerque 

Bennett, J. T., El Paso Meason, James, Chandler, Ariz. 

Blanchard, Fred, El Paso Moir, J. G., Deming, N. M. 

Bloomhardt, S. I., Phoenix. Ariz. Moore, J. R., Phoenix, Ariz. 

Branch, W. M., El Paso Mason, C. H., El Paso 

Britton, J. M., El Paso Milam, Y. M., Fabens, Texas 

Britton, B. H., El Paso Miller, C. A., Las Cruces, N. M. 

Britton, W. W., El Paso Newman, S. H., El Paso 

Brown, C. P., El Paso PaJmer, R. F., Phoenix, Ariz. 

Brown, W. L., El Paso Pemberton, John de J., 

Brown, O. E., Tucumcari, N. M. Rochester, Minn. 

Butler, F. W., Safford, Arizona Pickett, J. A., El Paso 

Brunner, Geo., El Paso Porter, R. E., Ft. Stanton, N. M 

Cathcart, J. W., El Paso Prentiss, E. C., El Paso 

Causey, E. G.,. El Paso Piness, Geo., Los Angeles, Calif. 

Cornish, P. G., Albuquerque, N. M. Rogers, Earl, El Paso 

Craige, Branch, El Paso Rogers, Will, El Paso 

Cook, L. C., Albuquerque, N. M. Rice, H. W., Morenci, Ariz. 

Cunningham, M. A., Deming, N. M.Randel, Brown, El Paso 

Causey, Z., El Paso Rawlings, J. Mott, El Paso 

Caulk, J. R., St. Louis, Mo. Rawlings, J. A., El Paso 

Cummins, E. J., El Paso Rennick, Chas., El Paso 

Curtis, W. R., El Paso Rheinheimer, E. W., El Paso 

Darracott, J. C., Marfa, Teas Rogde, J., El Paso 

Davis, David M., Phoenix, Ariz. Safford, H. Jr., El Paso 

Davis, Neal, Houston, Texas Safford, H. T., El Paso 

Davis, W. J., El Paso Smith, Willard, Phoenix, Ariz. 

Deady, H. B., El Paso Spearman, Maurice, El Paso 

Ebell, W., El Paso Steel, J. A., Hatch, N. M. 

DeLay, W. D., Excelsior Springs, Speck, J. A., Denver, Colorado 

Mo. Spier, Eric, El Paso 

Diver, F. C., Springer, Texas Schuster, Frank, El Paso 

Duncan, E. A., El Paso Schuster, Stephen, El Paso 

Duncan, A. K., Douglas, Ariz. Shannon, H. M., El Paso 

Dutton, L. O., El Paso Smith, Leslie, El Paso 

Egbert, O. E., El Paso Smith, Dudley, San Francisco, 

Eilera, P. G., Los Angeles, Calif. Sherman, J. E., El Paso 

Epler, C., Pueblo, Colorado Stevens, B. F., El Paso 

Flinn, R. S., Phoenix, Arizona Stevenson, Walter, El Paso 

Forster, W. G., Crown Point, N. M. Stratton, J. N. Safford, Ariz. 

Goodwin, F. C., El Paso Stevenson, H. E., El Paso 

Gorman, J. J., El Paso Stowe, Jesson, El Paso 

Green, Leighton, El Paso Swope, S. D., El Paso 

Geer, R. H., El Paso Strong, E. D., El Paso 

Gerber, C. W., Las Cruces, N. M. Swackhamer, C. R., Superior, Ariz. 

Gregory, J. W., Anthony, N. M. Swearingen, D. D., Roswell, N. M. 

Gwinn, A. Clay, El Paso Simms, E. P., Alamogordo, N. M. 

Frazin, N. D., Silver City, N. M. Taylor, Holman, Ft. Worth, Texas 

Gaddis, L. R., Alamogordo, N. M. Terrell, Scurry, El Paso 

Gaddy, S. J., El Paso , Thompson, Ernest, El Paso 

Gambrell, Hal, El Paso Thompson, R. H., El Paso 

Garrett, F. D., El Paso Tucker, G. E., Anthony, N. M. 

Gekler, W. A., Albuquerque, N. M. Tappan, J. W., El Paso 

Hollis, R. G., Ft. Stanton, N. M. Turner, Geo., El Paso 

Gibbs, M. D., Roy, N. M. Utzinger, O. E., Ray, Arizona 

Haffner, S., El Paso Von Almen, S. G., El Paso 

Hannett, J. W., Albuquerque, N. M. Vickers, F. D., Deming, N. M. 

Harper, Fred R., Tucson, Ariz. Vandevere, W. E., El Paso 

Hart, C. S., Dawson, N. M. Vance, James, El Paso 

Hendricks, C. M., El Paso Van Atta, J. R., Albuquerque, 

Herrod, C. R., Silver City, N. M. Varner, Harry, El Paso 

Holt, Russell, El Paso Werley, G., El Paso 

Holt, W. A., Globe, Ariz. Waggoner, T., El Paso 

Homan, R. H., El Paso Wood, J. P., Tucson, Ariz. 

Homan, R. B., Jr., El Paso Woolston, -W. H., Albuquerque, 

Homan, R. B., Sr., El Paso Wilson, R. A., Tucson, Ariz. 

Hughes, R. P., Anthony, N. M. Watkins, W. W., Phoenix, Ariz. 

Hunt, C. H., Bisbee, Ariz. Walker, J. G., Roswell, N. M. 

Ingalls, H. A., Roswell, N. M. White, W., El Paso 

Jamieson, W. R., El Paso Waite, W. W., El Paso 

Jenness, B. F., El Paso Watts, R. E., Silver City, N. M. 

Johnson, B. A., San Loreta, N. M,. White, A. C., Hot Springs, N. M. 

Jumper, C. E., El Paso Wilson, J. C., Wilcox, Ariz. 

Keller, N. H., El Paso Womack, C. L., Artesia, N. M. 

Kennedy, Fred San Carlos, Ariz. Worthington, W. N., Roswell, 

Kennedy, R. D., Globe, Ariz. Lynch, K. D., El Paso 

a . w., = — Molloy, M. S., Ysleta, Texas 

gh, Harry, aso Mu 
Liddell, T. C., El Paso Musser, J. H., New Orleans, La. 
, A. D., El Paso McChesney, P. E., El Paso 

Lougharn, C. H., Prescott, Ariz. McCamant, T. J., El Paso 
Bachman, Capt. J. P.. Wm. Beaumont Hospital, El Paso 
Clark, Major H. A., Wm. Beaumont Hospital, El Paso 
Crawford, Major J. P.. Wm. Beaumont Hospital, El Paso 
Dooling, Major H. C., Wm. Beaumont Hospital, El Paso 
Emerson, Major H. V., Wm. Beaumont Hospital, El Paso 
Franklin, Major Daniel, Wm. Beaumont Hospital, El Paso 
Green, Capt. Mack M., Wm. Beaumont Hospital, El Paso 
Hurley, Major T. D., Wm. Beaumont Hospital, El Paso 
Kirkpatrick, Capt. C. L., Wm. Beaumont Hospital, El Paso 
Kraus, Capt. Wm., Wm. Beaumont Hospital, El Paso 
Pipes, Col. H. F., Wm. Beaumont Hospital, El Paso 
Raycroft, H. V., Wm. Beaumont Hospital, El Paso 
Strickler, Major E. J., Wm. Beaumont Hospital, El] Paso 
Williams, Major J. N., Wm. Beaumont Hospital, El Paso 


Walker, Capt. Dean M., Ft. Bliss, Texas 
Allande, Alberto, Juarez, Chih., Mexico 
Arguelles, Fernando, L., Juarez, Chih., Mexico 
Asomoza, Juan, Juarez, Chih., Mexico 
Barrios, Ignacio, Juarez, Chih., Mexico 
Davalos, Antonio, Juarez, Chih., Mexico. 
Diaz, J. M., Juarez, Chih., Mexico 

Espinosa, Francisco,, Juarez, Chih., Mexico 
Hassegawa, T., Juarez, Chih., Mexico 
Jumper, C. E., Juarez, Chih., Mexico 

Liano, Parra Franusco, Juarez, Chih., Mexico 
Lozano, Porfirio, Juarez, Chih., Mexico 
Mendoza, Hermillo, Juarez, Chih., Mexico 
Molinar, Y Res Jose. Juarez, Chih., Mexico 
Molinar, Y Ramon, Juarez. Chih., Mexico 
Palafoz, Jose M.. Juarez, Chih., Mexico 
Pereyra, Redolfo Z., Juarez, Chih., Mexico 
Reyes, Quiroz Daniel, Juarez, Chih., Mexico 
Rodarte, Damitido, Juarez, Chih., Mexico 
Rodarte, Ruben, Juarez, Chih., Mexico 
Vargas G. Francisco, Juarez, Chih., Mexico 





STATE OF ARIZONA VS. LUKAN- 
TROTZKY. 


In the border city of Nogales, the Santé 
Cruz County Medical Society has won its 
iirst round in a legal battle to stop the uni 
censed practice of a man who has been active 
in Arizona and elsewhere for several year 
and under various names, as Romano Makor- 
ski Lukangok, Lukan, Anthony, McCormick, 
Trosky or Trotzky. The identification of this 
individual as the “Dr. R. A. Lukan” who vis. 
ited Phoenix eight years ago, enables us to 
appreciate the difficulty under which the 
medical fraternity in Nogales are laboring. In 
the minutes of the Staff Meeting of St 
Joseph’s Hospital in Phoenix, for Nov. 8, 1926, 
appears this entry: 


“The Chairman stated that the hospital had the 
opportunity to secure the services as paid intern of 
a young doctor of foreign birth who is fully quali- 
fied by training to give good service as an intern. 
By mction, the staff voted to approve this arrange- 
ment by the hospital. The applicant for this posi- 
tion is Dr. R. A. Lukan.” 

Under these auspicious circumstances “Dr. 


Lukan-Trotzky” made his advent into Ari- 
zona. The Department of Justice in Washing- 
ton has record of his arrest under the name 
of Ray Anthony, in Minneapolis in June, 1923, 
charged with forgery, though without informa- 
tion as to the disposition of the charge. He 
apparently stayed in that city, as the Ameri- 
can Medical Association’s records show him 
practising there: in 1925 under the name of 
Romano Douglas Anthony; later he practised 
‘n Chicago before coming to Phoenix. He 
worked in St. Joseph’s Hospital for six months 
az an “intern”. During this time he establish- 
ed credit at various business houses in Phoe- 
nix and ‘eft suddenly one day in an unpaid-for 
Cad llac car. It is with a somewhat chastened 
spirit that we present his record during the 
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next seven years, realizing that if he could 
hoodwink the veteran chairman of St. Joseph’s 
Hospita!, wise in his knowledge of humanity, 
and so completely fool a staff of fifty or more 
doctors, the casual citizen has little chance of 
correctly guaging his character. 

Lukan wasted no time coming to the sur- 
face, this time in Oklahoma, the record there 
being best told by quoting from the Journal 
A. M. A., of July 30, 1927, under “Oklahoma 


News”: 


“Warning—‘Dr. Robert Trosky.’ A_ physician 
from Tulsa writes that ‘Dr. Robert Trosky’ applied 
to him recently for a position as an assistant. He 
claimed to be a graduate of the University of 
Petrognad, and to have done hospital work in Min- 
neapolis and Albany. He mysteriously disappeared 
a few days ago, leaving bad checks in the hands of 
business men.” 

He evidently found the pickings in Okla- 
homa too good to leave for he simply moved 
to Ponca City and worked under another alias. 
In the Journal A. M. A., for Dec. 17, 1927, 
appears the following under “Oklahoma 
News”: 


“Romano Makorski Lukangok, alias Lukan, Mc- 
Cormick and Anthony. Any one meeting a young 
Russian by any of these names will do a favor by 
having him held and wiring the police at Ponca 
City, Okla. ‘Dr. Anthony’ arrived recently, an- 
nouncing that he was locating in Ponca City to do 
eye, ear, nose and throat work. He claimed to be 
a graduate of a Russian medical school and to have 
been at the Manhattan Eye and Ear Hospital, New 
York, for several months. He wanted to work 
either in the hospital at Ponca City or for some 
physician until he could take the state board ex- 
amination. After about three weeks he suddenly 
left town in a borrowed Cadillac touring car. He 
left unpaid bills and worthless checks. Lukangok, 
alias Anthony, and so forth, is a well dressed, pleas- 
ing fellow, has curly black hair, wears a small 
mustache and weighs about 170 pounds. Informa- 
tion on file in these headquarters indicates that one 
Romano Douglas Anthony practised medicine in 
Minneapolis in 1925, and that he went from there 
to Chicago, where he also practised a year or so. 
In Minneapolis he is said to have treated surgical 
cases and venereal diseases, and to have been in 
the business of selling liquor and narcotics.” 
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As “Dr. Bob Lukan” he was arrested at 
Austin, Texas, in February, 1928, on charge 
of violating the National Motor Vehicle Theft 
Act. Disposition of this charge is not known, 
but he was sentenced from Austin in June, 
1928, under the name of “Romano Trosky” for 
violation of the Dyer Act, being sent to Leav- 
enworth for a year and a day. 

The Department of Justice has record of his 
arrest in San Angelo, Texas, in July, 1929, un- 
der the name of “Romano N. Trotzky” and in 
September, 1929, he was arrested in El Paso, 
under the same name on charge of swindling; 
he was transferred to the U. S. authorities for 
deportation. We are unofficially informed that 
the failure to deport was due to the fact that 
the United States had not then recognized the 
Soviet government. He was sentenced from 
Hennepin County, Minn., (December, 1929) un- 
der name of “Romano Trotzky” to serve an in- 
determinate sentence in Stillwater Prison, on 
charge of criminal abortion. 


According to information from the Warden 
of Stillwater Prison, given to the Santa Cruz 
County Medical Society, he was discharged on 
March 27, 1931, and taken into the custody of 
the United States Immigration Service for de- 
portation. The Immigration Service must have 
taken him direct to El Paso, because the De- 
partment of Justice records state that he was 
arrested in that city on March 29, 1931, by the 
Immigration Service, and given a sentence of 
fifteen months; further that he was released 
on his own recognizance, pending orders for 
deportation to Russia or country of subject’s 
own choice, with orders to report to the In- 
spector in Charge at El Paso, daily. 

Somehow, he escaped this net because he 
appeared in Winslow, Ariz., in July, 1931, 
claiming to be a graduate of several medical 
schools, to have a license to practise in Arizona 
and to specialize in eye, ear, nose and throat 
work. The Navajo-Apache County Medical 
Society investigated these claims, found that 
he had no license to practise in Arizona and 
filed criminal charges against him. A jury 
convicted him. A second complaint was filed 
and while out on bond awaiting the hearing 
of this, he removed a patient from Winslow to 
Flagstaff and operated upon her for removal 
of fibroid tumor. The patient died and Trot- 
zky was tried in August, 1932, by jury in 
(Continued on page 430) 
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MEDICAL EDUCATION OF THE LAITY 
(Editorial by Orville H. Brown) 


Two years ago the chiropractors had an in- 
itiative petition upon the ballot which was 
defeated, but by a majority which did not re- 
flect credit upon the understanding of the 
public regarding medical questions. This year 
the naturopaths had an initiative measure up- 
on the ballot which was defeated, but again 
by a shamefully small majority. Had either 
measure passed, it would have allowed the 
uncultured and untrained individual desiring 
to make a “racket of the practice of medi- 
cine,” to attempt anything which duly train- 
ed and licensed doctors of medicine only are 
now permitted to do. 

We believe that many medical men are 
thoroughly convinced that, had there been no 
active campaign against these measures, one 
or both of them would have passed. 


It is certain that these cultists will become 
active again at the next election and perhaps 
at every election until they have attained 
their objective or until they have been so 
overwhelmingly defeated that they will give 
the task up as hopeless. 

One intelligent individual known to us 
voted yes on No. 303 in the last election be- 
cause she thought she was forcing the naturo- 
paths to become better educated by giving 
them the board for which they asked. This 
patient was not contacted by her physician 
during the time of the short campaign against 
number 303 and this accounts perhaps for 
her not voting correctly. 

Should we not now begin an active cam- 
paign of education of the laity upon the ques- 


tion at issue? It seems that we might well 
do so. 

We would recommend that the Arizona 
State Medical Association prepare a leaflet 
entitled, “Facts on Medical Practice”; that 
this be distributed to the physicians of the 
State to be sent in bills, letters, and in other 
ways to patients and friends. 

We would have this folder say that, in or- 
der for the voters to understand the problem 
of the late measure 303 and similar measures 
which will likely have to be voted upon again 
at future elections, it is necessary to know 
something of medical history such as the fol- 
lowing: 

Medical cultists have existed from time 
immemorial and have always made “a rack- 
et” of the healing art. In the earliest times 
the priests and other learned men were the 
earnest, conscientious, educated practitioners 
of this art. General science slowly developed 
facts applicable to medicine. Medical schools in 
the course of the centuries were organized 
as formal purveyors of the knowledge ap- 
plicable to medicine. The courses in medi- 
cine, however, were irregular and short, of 
one or two years, and it was not until late in 
the last century that the courses were length- 
ened. 

During the seventy-five years just passed, 
medical knowledge has accumulated at a tre- 
mendous rate. The amount of research work 
has been enormous. Ether was given for an 
operation by Crawford W. Long in 1842. Pas- 
teur discovered the connection of germs with 
the cause of disease about 1856. About 1865 
Lister applied Pasteur’s revelation to surgery 
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and led to safe operations. Koch discovered 
the tubercle bacilli in 1880, and laid the foun- 
dation for a most gratifying decrease in the tu- 
berculosis death rate. Diphtheria antitoxin was 
developed about 1890. The germ of syphilis 
was discovered about 1905. The causes of 
many diseases such as cancer, mumps, chick- 
en pox, small pox, and so forth, have not 
yet been discovered but may be found almost 
any day. The amount of information being 
disseminated every week in medicine to the 
physicians is appalling to one who attempts 
to keep up with it. Because of the great 
accumulation of facts on medicine, the medi- 
cal schools have been forced to lengthen their 
courses and to require extensive preliminary 
preparation for the students. 


At present a young man must have com- 
pleted grade school, high school, and two to 
four years of college before he is allowed to 
enter a medical school, where he must spend 
four years of extremely hard work; before he 
is allowed to practise, he must devote a year 
or two to hospital work, and then he must 
take a State Board or the National Board ex- 
amination, and also in this State the “Basic 
Science” examination. 

There are numerous young persons in the 
country who wish to become doctors of med- 
icine, but who are unable to gain admission 
to medical schools, or who are unwilling to 
go through the long grind; for this reason it 
has become a “racket” to put men through 
a superficial training with less rigid require- 
ments than that of the regular medical cours- 
es, and to influence legislation to set them 
up as practitioners of the healing art, under 
some other name than doctors of medicine. 
All cultist schools teach a smattering of med- 
ical knowledge. 

It matters not what the cultists call them- 
selves, they are really inferior practitioners 
of medicine; whatever they claim as their 
special system of practice is but dust in the 
eyes of the public for the purpose of camou- 
flaging their real ambition. This does not 
mean that there is or is not virtue in the 
claims for their special systems, but that 
these can apply directly to every type of dis- 
ease is ridiculous. 

The medical profession holds that every 
practitioner of the healing art, irrespective of 
what he calls himself, is really a practitioner 
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of medicine and should take the examination 
provided by those practitioners with the 
highest standard, which, of course, is regular 
medicine. Since, however, all cults cry out 
loud and long for their own theories and sys- 
tems of healing and deny that their gradu- 
ates are practitioners of medicine, it is ob- 
viously impossible to compel them to take 
the examinations required of the doctors of 
medicine. For this reason, our “Basic Sci- 
ence” Law requires any and every person 
wishing to practise the healing art in Ari- 
zona to take examinations in anatomy, physi- 
ology, chemistry, bacteriology, hygiene, and 
pathology before taking examination of the 
medical board or any other board. 

We would then have the pamphlets con- 
clude with the statement that doubtless the 
cultists will have other measures on the bal- 
lots in the future just as iniquitous, danger- 
ous, and as cleverly worded as those that 
were upon the ballots at the last two elec- 
tions; please beware! Ask your physician 
about any question which puzzles you along 
this line. 





THE EL PASO COUNTY MEDICAL 
SOCIETY 
September 10, 1934 
(Reported by Dr. Leslie M. Smith, Secretary) 


Program: Symposium on Treatment of Syphilis. 
Discussions opened by: A. W. Multhauf, M.D., 
Leslie M. Smith, M.D., and Chester Awe, M.D. 

X-ray in Diagnosis of Tuberculosis: R. B. Ho- 
man, M.D. 


The El Paso County Medical Society met Sep- 
tember 10, 1934, at 8 p.m., at Hotel Hussmann; 
Dr. Ralph Homan presided. 

Dr. A. W. Multhauf discussed the treatment of 
primary syphilis and stressed the importance of 
long-continued treatment without rest periods. He 
stated that every genital sore should be considered 
chancre until proved otherwise. The principal di- 
agnostic aid is the dark-field microscope. 

Dr. Leslie Smith discussed the treatment of sec- 
ondary and uncomplicated tertiary cases. He em- 
phasized the need of strenuous and long-continued 
treatment in secondary cases and less intensive 
treatment in tertiary cases to be continued over a 
longer period. He discussed the various drugs used 
in the treatment of syphilis. Slides were shown il- 
lustrating the various types of cutaneous lesions. 

Dr. Chester Awe discussed lesions of the cen- 
tral nervous system and viscera. Syphilis is the 
second most common reported disease. Invasion of 
the viscera and nervous system occurs early. There 





428 


are 240,000 cardiovascular syphilitics in the United 
States at any given time and 20,000 deaths each 
year from this cause. It is best to use bismuth for 
some time before starting arsenicals. In hepatic 
syphilis, the best treatment consists of mercury and 
small doses of potassium iodide. Malaria is the 
superior treatment in paresis. 

Dr. W. R. Jamieson told of the treatment of 
syphilis in pre-arsphenamine days. Dr. E. D. 
Strong spoke of syphilitic rectal strictures and 
stated that the Oudin current is of value in these 
cases. Dr. Paul Gallagher stated that it is quite 
difficult to differentiate dactylitis due to syphilis 
from that due to tuberculosis. Dr. Mott Rawlings 
reported a case of pulmonary syphilis. Dr. L. C. 
Dutton emphasized the fact that too often syphilis 
is under treated. This is due sometimes to the 


physician’s negligence and sometimes to lack of co- 
operation on the part of the patient. 


Major Raycroft emphasized the danger of liver 
damage in the treatment of syphilis. The liver 
bears the brunt of the damage and this shculd be 
constantly borne in mind. He stated that he did 
not think that every physician was qualified to 
treat syphilis. 

Dr. R. B. Homan discussed the value and the lim- 
itations of the x-ray in the diagnosis of pulmonary 
tuberculosis. He stated that stereo-roentgenograms 
are a great aid in getting a clear idea of lung path- 
ology, particularly regarding the size and depth of 
cavities and the conformity of neoplasms; however, 
it is but an aid to the physical examination and his- 
tory. Only a physician has the knowledge neces- 
sary to proper interpretation of x-ray films. Dr. 
Homan showed a number of films illustrating the 
place of x-ray in chest diagnosis. Dr. J. W. Laws 
stated that many cases of tuberculosis are found by 
x-ray which could not be recognized otherwise. In 
other cases the x-ray findings point toward tuber- 
culosis when physical examination proves them oth- 
erwise. Sputum examination is too often neglect- 
ed. Dr. O. E. Egbert stressed the value of the x-ray 
in diagnosis of early infiltrative lesions. The diag- 
nosis may be made before the physical examination 
gives any clue. Dr. Frank Schuster stated that tu- 
berculosis of the larynx could often be diagnosed 
with x-ray by means of a special] technic. 

Dr. W. M. Branch suggested that the time of 
meeting be changed to 7:30. Dr. Ralph Homan 
stated that the time is automatically changed io 
7:30 during November, December, January, and 
February. 


A letter was read from Dr. W. W. Watkins rela- 
tive to reorganization of the Medical and Surgical 
Association of the Southwest. Dr. W. R. Jamieson 
said he thought it would be best to wipe out all de- 
linquent dues and begin anew. On motion of Dr. 
F. P. Miller the society voted to recommend that 
delinquent dues be wiped out. 

Dr. J. J. Gorman ‘io'd of the plans for the com- 
ing meeting of the Medical and Surgical Associa- 
tion of the Southwest. 


SOUTHWESTERN MEDICINE 


Dr. R. B. Homan moved that all who are eligible 
io membership in the Medical and Surgical Associa- 
tion of the Southwest be charged a registration fee 
cf $3.00, excepting those who have made donations 
tcward the expenses of the meeting; and that the 
society advance money for stationery and postage 
for the program committee. This motion was sec- 
onded and passed. 

Adjcurnment, at 9:55 p.m. 





THE MEDICAL AND SURGICAL ASSOCIATION 
OF THE SOUTHWEST PROPOSED REVISED 
CONSTITUTION AND BY-LAWS ADOPTED 
AT EL PASO MEETING, NOV. 24, 1934. 


(Revised Constitution to Be Voted on at the 1935 
Meeting). 


Article I. Name. 


The name of this Association shail be South- 

western Medical Association. 
Article II. Objects. 

The objects of this Association shall be the ad- 
vancement of the science and art of medicine, 
the promotion of better methods of treatment, 
the encouragement of professional and social re- 
lations among the members of the profession in 
the Southwest, by annual clinical conferences, 
scientific exhibits, clinics, publications, and other 
means. 

Article Iii. Members. 


Sec. 1. The members of the Association shall 
be Active, Associate and Honorary. 

Sec. 2. Active members shall be regulariy li- 
censed and reputable practitioners of medicine 
residing or practicing in the state of Arizona or 
New Mexico, western Texas or the Republic of 
Mexico, who shall make application on the forms 
prescribed, shall be approved by the Board of 
Censors, and elected by a two-thirds majority 
vote of the active members present at a regular 
annual meeting. Medical officers of the United 
States Public Health Service, the United States 
Army and Navy, the Veterans’ Administration, or 
the United States Indian Service, stationed in 
the district mentioned, are eiigible for active 
membership. 

Sec. 3. Associate members shall be legally 
qualified and reputable practitioners of medicine 
residing or practicing elsewhere than in the dis- 
trict mentioned in Section 2. They shall make 
application and be approved in the same manner 
as active members, shall pay the annual dues 
and receive the official publication of the Asso- 
ciation, but are not entitled to vote or to hold 
office in the organization. 

Sec. 4. Honorary members sha‘l be physicians 
and surgeons who have achieved distinction in 
medicine or surgery. They shall be elected by 
unanimous vote of the active members at any 
annual meeting; they shall not pay dues and 
shall receive the official publication of the As- 
sociation without charge. 

Article IV. Officers. 

Sec. 1. The officers of the Association shall 
be a president, president-elect, first and second 
vice presidents, secretary-treasurer and_ three 
censors. 

Sec. 2. All officers except censors shall be 
e-ected at the annual meeting and shall take of- 
fice at the close of the meeting at which they 
are elected. 

Sec. 3. The president-elect shall serve in that 
office dhring the year following his election and 
shall asshme the office of president at the an- 
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nual meeting foljowing his ‘election. He shall 
take over the duties of president at the opening 
of the last general session of the annual meet- 
ing. 

Bee. 4. The three censors shall constitute the 
Board of Censors, the eldest in time of service on 
the Board being its chairman. 

Article V. Meetings. 

Sec. 1. The regular annual meeting shall be 
held between November 1 and February 28, the 
definite dates to be decided by the Program 
Committee with the approval of the Executive 
Committee. The place of the annual meeting 
shall be El Paso, Texas. However, the Asso- 
ciation will at any regular meeting, and on the 
recommendation of the Executive Committee, con- 
sider an invitation to meet in any city within 
the jurisdiction of the Association. 

Sec. 2. At the annual meeting, no practitioner 
residing in the district embraced by this Associa- 
tion shall be placed on the scientific program un- 
less he or she is an active member in good 
standing of the organization. This does not ap- 
ply to the participation by members of the en- 
tertaining society in clinics, scientific exhibits or 
discussions. 

Sec. 3. Should extraordinary emergency arise, 
special meeting of the Association may be called 
by the Executive Committee. Notice of such 
meeting, stating is purpose and the need there- 
of, shall be sent to all active members at least 
two weeks before the scheduled date of the meet- 
ing. 

Article VI. Amendments. 

Amendments to this Constitution must be pre- 
sented in writing at one annual meeting and be 
laid over to the next annual meeting, when 
after specific notice of the proposed changes has 
been given to al active members at least two 
weeks before the meeting, a two-thirds vote of 
all active members present shall be necessary for 
adoption of such amendments. 


BY-LAWS 
(As Adopted at Business Meeting, Nov. 24, 1934) 

Sec. 1. The President shall preside at all 
meetings, shall be chairman of the Executive 
Committee and ex-officio member of all standing 
committees, and shall perform all of the duties 
usually incident to that office. 

Sec. 2. The president-elect shal serve as a 
member of the Executive Committee and chair- 
man of the Membership Committee. He shall 
assume the office and duties of president at the 
opening of the general business session of the 
meeting following his election. 

Sec. 3. The two vice presidents shall serve as 
members of the Executive Committee and shall 
represent the Association on the Board of Man- 
agers of Southwestern Medicine. In the event of 
illness, death or absence of the president, the 
first vice president shall serve in his tead. In 
first vice president shall serve in his stead. In 
the event of the inability of the first president, the 
second vice president shall serve. 

Sec. 4. The secretary-treasurer shal! keep a 
correct record of all proceedings of the Associa- 
tion and of the Executive Committee; keep a cor- 
rect list of all members; have charge of all books, 
papers and other documents of the Association 
and shall conduct all correspondence, including 
notice to members. He shall collect all dues, 
keeping a correct account of same, and shall 
render at the annual meeting a detailed report 
of all receipts and expenditures. At the expira- 
tion of his office he shall hand over to the 
Executive Committee or to his successor all money 
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and property in his possession belonging to the 
AAssociation. He will be a member of the Execu- 
tive, Membership and Publication committees. 

Sec. 5. The Board of Censors shall be com- 
posed of the three most recent ex-presidents 
of the Association, the oldest in time of service 
being chairman. This Board shall receive from 
the Membership Committee all applications for 
active and associate membership, and shall in- 
vestigate the qualifications and fitness of such 
applicants for membership in the Association by 
inquiry concerning their reputation and stand- 
ing in their respective communities. They shall 
report their recommendations regarding such ap- 
plicants to the first business session of the As- 
sociation at the annual meeting. 

This Board shall a‘so investigate any charges 
of unprofessional conduct brought against any 
members and if, in their unanimous opinion, the 
charges are deemed well founded, may suspend 
such member from all privileges of the Associa- 
tion, until the next regular or special meeting of 
the Association, at which time they shall make 
report of their action. If their action shall be 
sustained by a two-thirds vote of the members 
present at such meeting, a pena-ty shall be in- 
flicted, the severity of which shall be determined 
by vote of the Association. 

Article II. Duties of Committees 

Sec. 1. The Executive Committee shall con- 
sist of the elected officers and the chairman of 
the Board of Censors. This Committee shall be 
the Board of Trustees of the Association, and 
shall perform all the duties usualy performed 
by such a Board. They shall have authority to 
act for the Association between annual meet- 
ings. In cooperation with the Program Com- 
mittee they shall make all the arrangements for 
the annual meeting. They shall serve as the 
finance committee with authority to expend the 
funds of the Association. They shall determine 
the dates of the annual meeting and arrange 
with the entertaining society for financing the 
expenses of such meeting. They shal. have au- 
thority to invite voluntary contributions from 
the members of the AAssociation for any extra- 
ordinary expense which seems necessary for the 
advancement of the Association. They shall not 
have authority to levy compulsory assessments 
on the members, but may set the amount of a 
registration fee for the annual conference. 

The Executive Committee shall appoint all 
committees not otherwise provded for in this 
constitution, including committees on nomina- 
tions, membership, program, resolutions and ne- 
crology, aS well as any special committees which 
may become necessary for the efficient work of 
the Association. 

Sec. 2. The Membership Committee shall be 
composed of the president-elect, who shall be its 
chairman, the secretary-treasurer and three mem- 
bers appointed by the Executive Committee. Their 
function shall be eo enlist the cooperation of all 
reputable practitioners of medicine in the south- 
west in the Association; they shall keep the pro- 
fession informed about the plans and program of 
the Association and seek to enlarge the influence 
of the organization. They shali take applications 
for membership on regular forms and submit 
these to the Board of Censors in advance of the 
annual meeting, so that .the Board may have 
opportunity to investigate the qualifications of 
such applicants before making their report to the 
Associaion. 

Sec. 3. A Committee on Program shall be ap- 
pointed by the Executive Committee. This Pro- 
gram Committee sha:l be charged with the full 
responsibility of the annual meeting and clin- 
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ical conference. In conjunction with the enter- 
taining society they shall determine the type of 
program to be given, the scientific exhibits, the 
social entertainments, together with the partici- 
pation of members of the entertaining society 
in the scientific program and c.inical confer- 
ences, and any other matters connected with the 
annual meeting. They shall conduct corre- 
spondence with prospective speakers and arrange 
for their participation in the program. They 
may appoint committees for the different phases 
of the annual program, and with approval of the 
Executive Committee, set a registration fee for 
the annual meeting,, and the appropriation ts 
be made by the Association toward the expenses 
of such meeting. 

The Program Committee will set the time to 
be allowed the different speakers on the pro- 
gram and notify them, the general rule being 
that papers will be limited to twenty minutes in 
presentation and discussions to five minutes in 
invied guests or papers of special interest, addi- 
tional time may be allowed ‘which will be 
indicated on the printed program. 

Sec. 4. The Publication Committee shall be 


composed of the secretary and the two vice . 


presidents. They shall have charge of publishing 
the proceedings of the Association, the papers, 
addresses and clinical discussions. With the ap- 
proval of the Executive Committee, they shal 
arrange the amount to be paid Southwestern 
Medicine for serving as the official organ of the 
Association. They shall have charge of printing 
any documents, pamphlets or circulars necessary 
for the conduct of the Association’s affairs, in- 
cluding programs and other publications required 
by the annual or special meetings. 

Sec. 5. At the opening session of the annual 
meeting, or at some prior time, the Executive 
Committee shall announce a Committee on Nom- 
inations, composed of three active members in 
good standing., This committee shall study the 
needs of the Association and the qualifications of 
the members and shall report one or more nom- 
inations for each of the offices to be filed at 
the annual election. This report will be made 
at the business meeting of the second day of the 
annual session and opportunity will then be giv- 
en for nominations from the floor, following 
which the election will proceed in regular man- 
ner. 

Sec. 6. A Committee on Necrology shall be 
appointed at or prior to the opening of the an- 
nual meeting. This Committee wi.l bring in ap- 
propriate resolutions regarding any deceased mem- 
bers of the Association. 

Sec. 7. At or before the opening session of 
the annual meeting :a Committee on Resolutions 
shali be appointed. To this committee will be 
referred any resolutions or recommedations re- 
garding matters on which the voice of the As- 
sociation is desired. The Committee is also 
charged with the duty of bringing resolutions 
upon any matters regarding which they them- 
selves think the Association shoud give expres- 
sion. They shall make their report at the final 
business meeting of the Association. 

Article III. Election of Members. 

Sec. 1. Applications from proposed active or 
associate members may be received by the sec- 
retary or any member of the membership com- 
mittee. Former members of the Association may 
be considered for membership provided they are 
not indebted in any way to the Association. 
Such app.ications shall be on regular forms and 
contain such information as may be required by 
this committee. Such applications shall be 
transmitted to the Board of Censors, who shall 
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investigate and report their recommendations 
to the first business meeting of the Association at 
the annual meeting. A two-hirds majority vote 
shall be required to elect such applicants to 
membership. Such elections shall be for the 
ensuing calendar year, and shall be continuous 
unless the member is dropped for non-payment 
of dues or by vote of the Association for un- 
professional conduct. 

Sec. 2. Honorary members may be nominated 
at any annual meeting and shall require unani- | 
mous vote of those present to elect. 

Articles IV. Dues 

Sec. 1.. The dues of the Association shall be 
$3.00 per year, for active and associate members. 
Any member who does not already. receive the 
official publication (Southwestern Medicine) by 
virtue of membership in some other organization 
shall be entitled to this journal through his 
membership in this Association. 

Sec. 2. Any member whose dues remain un- 
paid at the time of the annual meeting shall be 
considered as not in good standing, and if the de- 
linquency is not met by the close of the cal- 
endar year, shall be dropped from the member- 
ship roll, and so notified by the secretary. 

Article V. Miscellaneous. 

Sec. 1. All papers read before the Association 
shall become its property, to be published at the 
discretion of the Publication Committee, in its 
official journal. 

Sec. 2. Twelve active members in good stand- 
ing shall constitute a quorum for the transaction 
of business at any regular or special meeting of 
the Association. 

Sec. 3. Robert’s Rules of Order shall govern 
all proceedings, unless otherwise provided for. 

Article VI. Amendments. 

These By-Laws may be amended or suspended 
at any business meeting by resolution and a two- 
thirds vote of those present, provided said amend- 
ments or suspensions are not in violation of the 
Constituion. 


STATE OF ARIZONA VS. LUKAN- 
TROTZKY. 
(Continued from page 425) 
Coconino County for murder. The jury did 
not convict him and he again disappeared. 





He next appeared in Twin Falls, Idaho, 
where he began to practise the specialty of 
eye, ear, nose and throat, without a license. 
His career there was short, the story being 
best to!d by quoting from the Twin Falls Daily 
News of August 22, 1933: 


“A menace to society was the characterization 
which Judge W. A. Babcock in the district court 
here yesterday applied to Robert N. Trotzky, 38, 
who last week pleaded guilty to practice of medi- 
cine and surgery in Twin Fails the past six weeks 
without an Idaho license. 

Sentencing Trotzky to serve a four month term 
in the Twin Falls county jail and to pay $100 fine, 
Judge Babcock said: “I am sorry it is impossible un- 
der the law dealing with this offense to remove 
the defendant farther from society, because of his 
past record as a menace to society. Reports from 
the United States Department of Justice show 
that he has been convicted and served time at least 
twice for other and more serious crimes.” 

H's next emergence from obscurity was in 


the border city of Nogales, and there he ran 








DECEMBER, 1934 


foul of the Santa Cruz County Medical So- 
ciety, who are trying to make it impossible 
for him to continue his career in the South- 
west. This journal is trying to aid them by 
this publicity, and the accompanying photo- 
graph taken at the time of his conviction in 
Austin, Texas. Apparently Lukan or Trotzky 
does not bother to disguise himself, depend- 
ing on his personality and brazen effrontery 
to carry him through difficult situations. 

We commend the enterprising Santa Cruz 
County Medical Society for their success thus 
far in prosecuting this impostor. Other com- 
munities are warned that he may suddenly 
appear in their midst any time. 





INDUSTRIAL RELATIONS COMMITTEE 
OF THE ARIZONA STATE MEDICAL 
ASSOCIATION 


This Committee, which was formed in response 
to resolutions adopted at the 1934 annual meeting 
o’ the Ar:zona Sta’e Medical Association, is com- 
posed of the following: 

Dr. Meade Clyne, President of the 

Chairman. 

Dr. A. C. Car'son, Jerome, Ariz. 

Dr. Robt. Ferguson, Bisbee, Ariz. 

Dr. R. D. Kennedy, Globe, Ariz. 

Dr. E. Payne Palmer, Phoenix, Ariz. 

Dr. D. F. Harbridge, Secretary, Arizona State 
Medical Association, (ex-officio), Phoenix, Ariz. 

Dr. W. Warner Watkins, Phoenix, Ariz. (Secre- 
tary of the Committee). 

The Committee has been holding monthly meet- 
ings in Phoenix since their organization meeting on 
July 1, 1934, minutes of which have been published 
in the Bulletin of the Industrial Commission, Vol. 
1, No. 1, August, 1934. A summarized record of 
their proceedings since that meeting follows: 

Meeting July 29, 1934 


Item 1. Question of proper charge for services 
rendered in case of skull fracture, treatment cov- 
er:ng five days, at the end of which period death 


Association, 
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occurred. A recommendation that a charge of $100 
would be equitable. 

2. The matter of filing x-ray films of industrial 
patients was considered at some length. Dr. C. R. 
Swackhamer, of Superior, outlined the viewpoint of 
the industial surgeon. The medical referee of the 
Commissisn called attention to their position which 
is influenced by the fact that no industrial case 
ever reaches finality, many of them being re-opened 
or have rehearings months or even years after be- 
ing supposedly finally disposed of. In evaluating 
such injuries, the original films are very necessary, 
and only by maintaining all the information in their 
own files can the Commission handle such cases 
properly. By motion, the Committee stated that 
they would approve a ruling of the Commission that 
the first and final films on each case be sent to the 
Commission for its permanent files, except in the 
case of the self raters where permanent files are 
maintained. It is understood that the films filed 
with the Industrial Commission shall, at all times, 
be available to the surgeon attending the case, to 
be returned to the Commission files when the pur- 
pose for which they were borrowed has been serv- 
ed. The films of the self raters likewise to be 
available to the Commission under the same condi- 
tions. 

3. A number of cases were discussed, with re- 
gard to their medical or surgical problems, and re- 
ferred to the Medical Rating Board for final dis- 
position. 

Meeting of September 2, 1934 

4. Considerable time was given over to a dis- 
cussion af the publication of the details of cases 
reviewed by the Committee and by the Medical 
Rating Board. It was decided to omit the names 
of workmen and doctors, and to discuss all cases 
impartially as medical problems. 

A case of suspected lead poisoning was con- 
sidered at great length and finally referred to the 
Medical Rating Board with request for further 
data (See items 13 and 23.) 

6. Question of the proper charge by a doctor 
who gave first aid to a workman with compound 
fractures of both fore-arms, and then accompanied 
him 90 miles in automobile, to see that he was safe- 
ly placed in a hospital. The decision of the Com- 
mittee was that the remuneration should be the 
first aid charge plus regular mileage, or a total 
charge of $100.00. 

7. Question of the proper charge for surgical 
removal of an olecranon bursa for bursitis follow- 
ing injury. Committee agreed that a fair fee for 
this would be $50.00. 

8. Case of a workman for a packing company 
who had an infected wound on a finger; he later 
received a contusion of the shoulder and chest, fol- 
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Concomi- 


lowing which he developed pneumonia. 
tant with the pneumonic element he developed con- 
vulsions which were suspected of being tetanus 
from the infected finger, and for which antitetanic 


serum was given. Patient recovered. Opinion of 
the Committee from the record was that the symp- 
toms were all due to an ascending infection from 
the finger, involving lungs and possibly meninges. 

9. Cases of three workmen claiming injuries 
from inhaling fumes after blasting in an under- 
ground mine. One of these men was later shown 
to have a fibro-cavernous tuberculosis. These cases 
were all referred to the Medical Rating Board for 
personal study and final decision. 

10. Case of a middie aged cowboy whose ab- 
domen was bruised against pommel of saddle by 
bucking horse. Several weeks later he was operated 
upon for perforated stomach ulcer. Claim was made 
that the ulcer was traumatic. Committee gave as 
its opinion that the presence or the development of 
the ulcer could not rightly be ascribed to the bruis- 
ing injury. 

11. Question of equitable charge for services in 
a case of an injury received in a bus accident, in 
which there was a compond fracture of the ilium. 
This was followed by infection and prolonged treat- 
ment extending over several weeks. By motion it 
was decided that a charge of $250.00 would be 
equitable for the operative procedure and the post- 
operative care of this patient: 

12. Question of the proper charge for removal 
of a tendon cyst on the back of the hand, when this 
is due to industrial injury. Committee was of the 
opinion that this is in the class of the olecranon 
bursa mentioned in paragraph 7, and that $50.00 
would be a fair charge. 

Meeting of September 30, 1934 

13. The case of suspected lead poisoning was 
again considered at great length, with all the avail- 
able data, and the Committee was of the opinion 
that this appeared to be a case of chronic lead pois- 
oning with an acute exacerbation precipitated by 
ingestion or inhalation of lead acetate at the time 
the workman was making up this solution. Further 
information regarding this case was sought from 
an experienced investigator in industrial injuries 
and final report of the Committee is set forth in 
Item 23 below. (See item 23.) 

14. Question of the cause of disability resulting 
shorily after a strain sustained by the effort to 
hold up his own end of a bundle of pipes when his 
companion dropped the other end. Abdominal pain 
and shock developed, and patient was taken to hos- 
pital in Gallup, N. M. Opinion of the surgeon in 
Gallup was that this was a case of renal colic and 
similar to a previous attack occurring before the 
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accident. The Committee reviewed the record and 
gave as their opinion that this man’s illness was 
not caused by the accident described. 

15. Case of supposed “Brass Founder’s Ague,” 
Workman collapsed in a tank where he was doing 
brass welding; he had cough, chest pain, fever and 
headache but no chill. Later he was found to have 
hypertension and nephritis. Eyeground examina- 
tion suggested toxic changes. Case was referred 
to the Medical Rating Board for personal exam- 
ination and further study. 

16. Workman received a blow over the sacrum 
and after several weeks a tumor was discovered; 
x-ray interpretation of this was a malignant growth 
in the sacrum. Patient died and his widow pre- 
sented claim for compensation. Body was exhumed 
and pathological examination showed sarcoma of 
myeloma type. Opinion of the Committee was to the 
effect that the injury sustained had nothing to do 
with this man’s alleged early symptoms, his illness 
or his death. 

17. Case of one of the three workmen claiming 
injury from inhalation of fumes after blasting 
(see 9 above). The Committee considered the sub- 
sequent laboratory reports on this patient, and gave 
as their opinion that the disability claimed was not 
due to the inhalaticn of the fumes, but to a general 
toxemia probably arising from infccted teeth and 
tonsils. 

18. Case of alleged phlebitis of the leg due to 
bruise; workman employed by a hotel. He had his- 
tory of previous treatment for phlebitis in this leg. 
Committee asked to have patient brought before 
Rating Board with the two physicians who had 
treated him. 

19. Alleged injury to the sacro-liiac region from 
a fall upon a rock which he claims “dislccated two 
vertebrae.” Subsequent examination showed old hy- 
pertrophic arthritis involving entire spine. The 
Committee expressed as their opinion that this 
man’s condition is not due to injury but to an in- 
fectious arthritis. 

20. Infection of the arm, following laceration 
with gravel and thorns; pneumonia developed as a 
complication, and patient is still under treatment. 
Committee deferred action until patient is discharg- 
ed, since he apparently is well on the road to recov- 


ery. 
Meeting of November 4, 1934 

21. Dr. Harbridge introduced the question, pro- 
pounded to him by an insurance company, as to the 
ethical and legal procedure, where an injured man 
has been attended by a physician and the insurance 
company wishes to have him examined by another 
physician; whether the attending physician should 
send his records and x-ray films to the office of the 
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consulting physician, or whether such consultant 
should inspect these at the attending physician’s of- 
fice and in his presence. After considerable discus- 
sion, the Committee took no official action but were 
of the opinion that the issues raised were either 
covered by law and, therefore, out of their jurisdic- 
tion, or by well understood ethical customs which 
did not require explanation. 

22. The Committee cnosidered at some length 
the issues raised by a resolution from the Gila Coun- 
ty Medical Society regarding the activities of cer- 
tain insurance companies who are writing ordinary 
accident policies and misleading employers and em- 
ployees into the belief that this gives them protec- 
tion against accidental injuries at much less cost 
than the Industrial Commission insurance. The 
Commttee voted to bring this to the attention of 
the Commission. This was done later, in the same 
meeting, when members of the Industrial Commis- 
gion joined the Committee at luncheon. The Com- 
mission stated that this is a matter to which they 
are giving much attention and study. They had not 
yet solved it, but were making progress and believ- 
ed they would find a solution which would give the 
desired relief. 

23. The Committee then took up for final dispo- 
sition the case of suspected lead poisoning (see 
items 5 and 13). They had before them the opinion 
of Dr. Carey P. McCord, of the Industrial Health 
Conservancy Laboratories of Cincinnati, O., secured 
through the efforts of Dr. Carlson. On the basis of 
this report, the Committee gave as their final deci- 
sion that an untoward accident of an acute nature 
was sustained, which was probably cyanide poison- 
ing; that it was subsequently discovered that the 
workman was suffering from chronic lead poison- 
ing. 
24. With regard to the case of supposed “Brass 
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Founder’s Ague,” (item 15) the opinion of Dr; 
Carey P. McCord was also presented. After consid- 
ering this, the case was left for further considera- 
tion by the Medical Rating Board, without recom- 
mendation from the Committee. 

25. Case 5629.—loss of right testicle following 
pelvic injury; testicle found to be tuberculous. The 
Rating Board did not determine any disability from 
the loss of the testicle, and the Committee was 
asked to review the case again. After discussing the 
case, the Committee gave as their opinion that there 
was a pre-existing tuberculosis of the testicle which 
was aggravated by the injury and that this man 
probably has a ten per cent total permanent dis- 
ability as the result of the loss of this testicle, and 
that other symptoms complained of are not due to 
the injury. 

26. Matter of proper compensaton for Dr. Mc- 
Cord for his expert advice on the two cases (items 
23 and 24 above). After discussion the Committee 
gave as their opinion that a fee of $25.00 for each 
case would be fair. 

27. Question of the charge made by an attending 
physician. Woman suffered an injury and the physi- 
cian agreed to take care of her for the total sum of 
$25.00. Later the case turned out to be industrial 
and the doctor agreed to refund the $25.00 to pa- 
tient and present bill to the Industrial Commission; 
he did this but the bill presented was $106.00, for 
the same services which he was willing to do for a 
private patient for $25.00. Committee asked for fur- 
ther information, thinking that the doctor might 
have thought he was doing charity, and when he 
found the case was industrial, send bill for regu- 
lar fees, 

28. Case of apparent double charge. Workman 
under treatment for burns from an exploson; while 
recovering from this he sustained a second injury 
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for which he was hospitalized. Bill was received for 
treatment of this patient in the hospital for one in- 
jury and on the same dates for treatment at the 
doctor’s office for the other injury. Committee 
asked for further information, thinking this doctor 
may have found it necessary for patient to come to 
his office for special treatments during period he 
was in the hospital. 


29. Case of alleged injury from bruising ab- 
domen; did not consult a physician for a month and 
was then found to have intestinal obstruction. Ex- 
ploratory operation showed mesenteric thrombosis, 
from which patient died. After reviewing all the 
evidence and opinions of attending physicians and 
consultants, the Committee gave as their opinion 
that the thrombosis was not due to the accident but 
to pre-existing cardiovascular disease. 


30. Case 3582, workman bruised left chest by 
fall against a sharp corner, followed almost im- 
mediately by lung hemorrhage. This hemorrhage 
had recurred at frequent intervals; artificial pneu- 
mothorax had been tried but could not be produced 
on account of adhesions. The various phases of the 
case were discussed and suggestions made as to 
treatment, with request to attending physician to 
report subsequent course of this case. 

31. Case of a ranch workman who delivered a 
sick cow of a dead fetus, without gloves; cow was 
diagnosed by veterinary as having a blood stream 
infection. Without local lesion the workman devel- 
oped chill and high fever ten days later. Patient is 
still sick. Committee asked for further data regard- 
ing laboratory examinations and suggested tests for 
undulant fever. 

82. <A deputy sheriff who was bruised between a 
car fender and a post: a few days later he develop- 
ed fever, pain and delirium; attending physician 
reported a septic kidney from trauma. The Com- 
mittee did not take formal action, but gave as their 
informal opinion that the septic kidney would not 
have been caused by any such trauma as that de- 
scribed in the report. 

33. Case of a mine watchman about 90 miles 
from nearest doctor. Claims disability from infec- 
tion of foot following bruising. Claims to have sus- 
tained the first injury in July, 1931, but did not see 
a doctor until August, 1932; at this time there was 
an abscess which was incised and healed. In June, 
1933, workman was treated in Los Angeles for in- 
jury which he claims to have sustained in Febru- 
ary, 1933. Claim has been twice denied by the Com- 
mission and comes up for review by the Committee. 
The Committee referred the matter to the Rating 
Board for personal examination of the workman 
and decision. 





BOOK REVIEW 

A TEXTBOOK OF GYNECOLOGY. By Arthur 
Hale Curtis, Professor and Head of the Department 
of Obstetrics and Gynecology, Northwestern Univer- 
sity Medical School; Chief of Staff and Chief of the 
Gynecological Service, Passavant Memorial Hos- 
pital, Chicago. Second edition, reset, 493 pages, with 
300 original illustrations, chiefly by Tom Jones. 
Philadelphia and London, W. B. Saunders Company, 
1934, Cloth $6.00 net. 

This volume presents a concise and practical 
treatise on this important subject. The text is based 
largely on the author’s personal experience, start- 
ing with “the gynecological patient presents her- 
self,” giving his methods of history taking and ex- 
amination. The chapters are grouped under the 
more general headings of Infectious Processes, Tu- 
mors of the Uterus, Displacements and Relaxations, 









and Disturbances of Funciion. The pathology of 
the various conditions is fully discussed and excep- 
tionally well shown by the large number of illustra- 
tions. This work will prove a valuable addition to 
the library of the gynecologist and the general sur- 
geon. H. P. M. 





The great strides taken by the medical profession 
in the last few years in the prevention of rickeis 
can be traced directly to the newer knowledge and 
understanding of Vitamin D. Because of the dis- 
covery of Vitamin D, rickets—once a familiar child 
hood menace—is now rapidly becaming a rare 
disease in civilized countries. 

Recent experiments prove beyond a shadow of a 
doubt that the amount of Vitamin D in the dietary 
of the pregnant woman determines to a large ex- 
tent the quality of the teeth, the skeleton, and the 
perfection of form of the coming child. Thus, by 
the systematic “feeding” of Vitamin D and calcium 
to the expectant mother it. is possible to safeguard 
the child . . and the mother, too . . from malforma- 
tion of the bone structure. 

Cocomalt mixed with milk is useful in the dietary 
of expectant mothers—not only because it has al- 
most twice the food-energy value of milk alone, not 
only because it provides extra proteins, carbohy- 
drates and minerals (calcium and phosphorus)— 
but because it is rich in Vitamin D. Cocomalt is li- 
censed by the Wisconsin University Alumni Re- 
search Foundation under Steenbock Patent No. 
1,680,818. One glass or cup of Cocomalt, prepared 
as directed, contains not less than 30 Steenbock 
(81 U.S.P. revised) units of Vitamin D. Cocomalt 
is accepted by the American Medical Association, 
Committee on Foods. 
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The Booker T. Washington Memorial 
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The.Fish’s..Name...Is....HALIBUT 


On account of long experience 
in the cod liver oil field, Mead 
Johnson & Company happily 
is able to offer without delay— 
now—to: the medical profes- 
sion, a superior grade of undi- 
luted halibut liver oil contain- 


ing viosterol, low in acidity, 
clear in color, high in potency 
(not less than 100,000 UV. S. P. 
vitamin A units and 3,333 
Steenbock vitamin D units per 
gram), without vegetable oil 
or other diluent. 


One-fifth of the vitamin D in 





MEAD’S VIOSTEROL in HALIBUT LIVER OIL 250 D 





is supplied by the undiluted halibut liver oil. 





INDICATIONS 


Vitamin A deficiencies: as a prophy- 
lactic against infections of the mucous 
membranes. For the control of cal- 
cium-phosphorus deficiencies in rick- 
ets, tetany, osteomalacia, tuberculosis, 
allergies, dental caries, fractures and 
pregnancy. 


DOSAGE 


The sameas for Mead’s.Viosterol in Oil 
250 D: Infants, 10 drops daily; prema- 
tures and rapidly-growing children, 15 
drops; older children, 10 to 20 drops; 
pregnant and nursing mothers, 25 
drops or more. Special cases may re- 
quire larger dosage. 


Samples on request 


MEAD JOHNSON & COMPANY, Evansville, Indiana, U.S. A. 


Please enclose professional] card when requesting samples of Mead Johnson products to cooperate in preventing their reaching unauthorized persons 











SCARLET FEVER immunization is es- 
pecially important in institutions. 
It eliminates the ever-present dan- 
ger of contagion. 

An instance of the effectiveness 
of this protection is given in the 
September, 1932, issue of the American 
Journal Diseases of Children. Of 258 adults 
examined in the Children’s Memorial Hos- 
pital of Chicago, 186 gave negative reac- 
tions to the Dick Test and none of these 
contracted Scarlet Fever during an epi- 
demic. Forty of the forty-five who gave 
positive reactions were immunized with 
Squibb Scarlet Fever Toxin to the point 
of negative skin reactions. Only two of 
these contracted Scarlet Fever and they 
contracted mild cases before the immuni- 
zation was completed. Two of the five who 
were not immunized contracted severe 
attacks of the disease. 

Equally effective results have been noted 
in the control of a number of epidemics 
throughout the country. It has been proved 


without doubt that with proper measures 
of immunization no susceptible person 
need have Scarlet Fever. 

Squibb Scarlet Fever Products are made 
under license from the Scarlet Fever Com- 
mittee, Incorporated. A triple control of 
the Squibb Scarlet Fever Products assures 
potency. This control includes laboratory 
tests and clinical trials, approval of the 
National Institute of Health at Washing- 
ton, D. C., and tests by the Scarlet Fever 
Committee, Incorporated. 

Squibb Authorized Scarlet Fever Prod- 
ucts include Scarlet Fever Toxin for Dick 
test and immunization, and Squibb Scarlet 
Fever Antitoxin for temporary prophylaxis 
and treatment. 


For literature, write Professional Service 


* Department, 745 Fifth Ave., New York City ® 
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SCARLET FEVER PRODUCTS 











TRADITION OF EXCELLENCE 





~~ in the bone of the Parke-Davis per- 
sonnel is the unalterable conviction that 
to merit the Parke-Davis label a medicinal agent 
must be the best that scientific study and skill 
and care can produce. 

This is the first thing the research scientist or 
laboratory worker hears when he joins our staff. 
And the longer he stays, the more thoroughly 
does he become saturated with this tradition 
of excellence. 

Time doesn’t count. Money doesn’t count. 
The only consideration that matters is Quality. 

To you who read this page, this is the most 
important thing we can say about Parke, Davis 
& Co. 

More important than our sixty-eight years of 
experience. More important than our large and 
able research staff. More important than all our 
Laboratories and the unexcelled equipment they 
contain. 

More important than Adrenalin or Pitressin, 
or Ventriculin, Ortal Sodium, and Thio-Bismol 
is the spirit and tradition which go into the 
making of all Parke-Davis products—which make 
the familiar Parke-Davis label a dependable guide 
in sele€&ting medicines for use every day in 
your practice. 





PARKE, 
WE of Parke, Davis & Co. pledge to keep ever in mind the 
original purpose for which this Company was founded—the making of fine D A V I S & ies O ° 
medicines for physicians’ use. We pledge to maintain the Parke-Davis tra- . 


dition of excellence. We pledge ourselves to be always mindful of the creed of 


“s ees doi i ; ‘ eaiiais 
the aang of the House, eee in those trying and crucial days just after De pen doable Medication Based 

the Civil War: “To merit and preserve the confidence of the best element - 

in the medical and pharmaceutical professions . . . to build well to last.” on Scientific Research \Qay/ 
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A man and his wife” 
who had just returned from a round- 
the-world cruise spoke of Chesterfield 


as “an international cigarette.” 


 Cyneenen Cigarettes are on sale in eighty- 
six countries. You may purchase them 
on nearly all ships and at almost every port. 
We believe you will agree with us 
that for a cigarette to enjoy such popu- 
larity, it must have merit. 
In the making of Chesterfield, we 
do our level best to make it as good 
a cigarette as can be made. 


Smokers say .. . 


In almost every language . . 








Vacuum tin of 50 & 
—air tight—water } 
tight—fully pro- 
tected even if sub- 
merged in water. 


Packages of 20 
wrapped in Du Pont 
No. 300 Cellophane 
—the best made. 
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